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Variations in Blood Supply of Liver, Gallbladder, 
Stomach, Duodenum and Pancreas 


Summary Based on One Hundred Dissections 


NICHOLAS A. MICHELS, M.A., D.Sc. 
PHILADELPHIA, PA. 


HE arterial vascularization of 
the liver, like that of the spleen, 
is so different that in the 100 
bodies investigated no two patterns 
were the same. The hepatic artery 
showed variations in the number, c¢ali- 
ber, origin and distribution of its main 
branches (two to five), the small termi- 
nal branches (ten to sixty-five) being 
prevailing distributed to the caudate 
and quadrate lobes. Typically the he- 
patic artery divides into a right, a 
middle and a left branch (the middle 
branch to the quadrate lobe). When the 
hepatic artery fails to give off a right 
or a left branch, the missing vessel is 
replaced by a large artery from the 
superior mesenteric (right hepatic) or 
the left gastric (left hepatic) artery. 
Such replacing arteries should not be 
confused with accessory hepatic ar- 
teries, which, although having the same 
origin, are essentially supplemental, 
being present when the right or left 
hepatic branch from the hepatic trunk 
is small. 

The right branch of the hepatic ar- 
tery is prevailingly dorsal to the com- 
mon hepatic duct. In some instances it 
winds around it, i.e. passes from a 
ventral to a dorsal position, thus form- 


From the Daniel Baugh Institute of Anatomy, Jef- 
ferson Medical College. 

The work reported was aided by a grant from the 
American Philosophical Society. 

Presented at the Ninth Annual Assembly of the 
United States Chapter of the International College of 
Surgeons, October 1944. 


ing a loop around the duct. Branching 
of this vessel may occur early or late. 
An early branch, the inferior lobular, 
distributed to a notched area of the liver 
which underlies the gallbladder, may 
readily be mistaken for the cystic artery. 
An accessory or replacing hepatic artery 
from the superior mesenteric artery may 
give off the cystic branch. 

Typically the cystic artery arises from 
the right hepatic artery to the right of 
the hepatic duct. As a rule it divides 
into a superficial and a deep branch, the 
latter being distributed to the medial, 
nonperitoneal surface of the gallbladder. 
The site of origin of the cystic artery 
may be high or low; when the origin 
is extremely high it usually arises from 
an ultimate branch of the right hepatic 
artery and is extremely difficult to dis- 
sect. When the cystic artery takes 
origin from the right hepatic artery to 
the left of the hepatie duct, it passes 
anterior to the duct, the right hepatic 
vessel being behind it. Many bodies 
have a double cystic artery; i.e. the 
superficial and deep branches arise as 
separate arteries from the right hepatic 
artery or its branches. Occasionally the 
superficial branch arises from the su- 
perior mesenteric or from the retro- 
duodenal artery. 

Similar orientation of the cystic artery 
to the common hepatic duct and the 
cystic duct is of sufficient constancy to 
warrant the concept of a cystic triangle 
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the boundaries of which are: infero- 
laterally, the cyst duct; medially, the 
common hepatic duct; cephalad, the 
cystic or right hepatic. 

Three types of union of the cystic 
duct and common hepatic duct were 
encountered: angular, parallel and 
spiral. The site of union is more fre- 
yuently low than high. When it is 
extremely low (at or just above the 
superior border of the duodenum) care 
must be taken in those instances in 
which the cystic duct runs parallel with 
the hepatic duct or swerves posterior 
to it for 1 to 2 em. before entering the 
common bile duct. Dealing with such 
an anomalous cystie duct, the biliary 
surgeon may inadvertently ligate the 
common hepatic duct instead of the 
cystic. Accessory hepatie ducts, sur- 
gically considered, may present dan- 
gerous arterial relations. 

Nearly all textbooks on anatomy and 
surgery fail to deseribe the following 
important arteries: 

1. The retroduodenal (posterior supe- 
rior pancreaticoduodenal) artery. This 
large, frequently tortuous vessel occurs 
in all bodies, usually as the first branch 
of the gastroduodenal artery. After an 
abrupt course downward and to the 
right, it passes anterior to the supra- 
duodenal part of the common bile duct 
and then posterior to the intrapancreatie 
part of the duct, being distributed in 
areade fashion on the posterior surface 
of the head of the pancreas. From 
this posterior arcade and its subdivi- 
sions (secondary and tertiary arcades) 
branches are supplied to all three parts 
of the posterior surface of the duo- 
denum, but in a more copious manner 
than are distributed the anterior 
branches from the anterior arcade 
formed by the superior pancreatico- 
duodenal and_ inferior pancreatico- 
duodenal arteries. The retroduodenal 
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branch unites with a posterior branch 
of the inferior pancreaticoduodenal ar- 
tery, or joins the superior mesenteric 
artery or a jejunal branch independ- 
ently. The artery gives fine anastomos- 
ing branches to the pancreas and larger 
ascending and descending branches to 
the common bile duct and in instances 
supplies the superficial portion of the 
cystic duct. In certain bodies the retro- 
duodenal artery forms an arcade only 
for the first and second part of the 
duodenum; the third part then has a 
separate arcade from -the_ inferior 
pancreaticoduodenal artery, the fine 
branches of which unite with the major 
arcade. 

Aside from its surgical importance in 
ligations and transplantations of the 
common bile duct, the retroduodenal is 
the artery involved in the hidden bleed- 
ing which often follows spontaneous 
rupture of the posterior duodenal wall 
by ulceration. 

2. The supraduodenal artery of Wil- 
kie. This small artery is distributed to 
the upper border and the anterior and 
posterior surfaces of the first part of 
the duodenum. It usually arises from 
the gastroduodenal artery below the 
retroduodenal. Often it is not an inde- 
pendent artery but a branch of the 
retroduodenal or right gastric. It gives 
branches to the pancreas and common 
bile duct. It is not an end artery 
(Wilkie), as it frequently anastomoses 
with the right gastric, superior pancre- 
aticoduodenal retroduodenal ar- 
teries, and via a transverse branch with 
the splenic. 

3. The dorsal pancreatic (superior 
pancreatic) artery. This relatively 
large, important artery is distributed 
to the posterior surface of the neck of 
the pancreas. Usually it arises from 
the celiac (tetrapod) or the first part 
of either the splenic or hepatic artery. 
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It may come from the superior mesen- 
teric, middle colic, accessory right 
hepatic or left inferior phrenic artery 
or the aorta. Passing dorsal to the 
splenic vein, it terminates in (a) a left 
branch (the transverse pancreatic) and 
(b) a right branch, which unites vari- 
ously with the gastroduodenal, superior 
pancreaticoduodenal, right gastroepi- 
ploic or inferior pancreaticoduodenal 
artery. The dorsal pancreatic artery 
may give rise to an accessory right 
hepatic artery and to the right, left or 
middle colic artery. A branch of it 
supplies the uncinate process of the 
pancreas. 

4, The transverse pancreatic (inferior 
pancreatic) artery. This large vessel 
nearly always courses along the inferior 
(dorsal) border of the pancreas, from 
the neck of the organ to its tail. Here 
it anastomoses with a branch of the 
arteria pancreatica magna from the 
splenic trunk or with the arteria caudae 
pancreatis from a lower splenic termi- 
nal. As a rule, the transverse pancreatic 
artery is the prominent left branch of 
the dorsal pancreatic. Other sites of its 
origin are: the gastroduodenal, superior 
pancreaticoduodenal, right gastroepi- 
ploic, inferior pancreaticoduodenal and 
superior mesenteric arteries. It may be 
sufficiently large to constitute an arteria 
splenica secunda to the spleen. Its pos- 
terior epiploic branches (two to five) 
course through the transverse meso- 
colon, affording the transverse colon an 
added blood supply. 


RESUMEN 


La vascularizacion arterial del higado 
varia grandemente; en 100 cuerpos 
examinados por el autor no hubo una 
distribucién que se asemejara a otra. 
En este trabajo se describen las caracte- 
risticas mas tipicas de la-distribucion 
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arterial, asi como las variaciones mas 
frecuentes. Se describen las siguientes 
arterias que rara vez se mencionan en 
los libros de texto: (1) la arteria retro- 
duodenal (pancreaticoduodenal postero- 
superior), (2) la arteria supraduodenal 
de Wilkie, (3) la arteria pancreatica 
dorsal (pancreatica superior) y (4) la 
arteria pancreatica transversa (pan- 
creatica inferior). 


RESUME 


La vascularisation artérielle du foie 
varie beaucoup. L’auteur a examiné 
cent cadavres, et le méme patron ne 
s’est rencontré dans aucun des cadavres. 
L’auteur nous décrit la distribution 
artérielle typique et les variations le 
plus fréquemment rencontrées. Les 
livres mentionnent rarement les artéres 
importantes suivantes: (1) lartére 
rétroduodénale (l’artére postero-supé- 
rieur pancréatico-duodénale) ; (2) l’ar- 
tére supra-duodénal de Wilkie; (3) 
Vartere pancréatico-dorsale (la pancré- 
atique supérieure); (4) l’artére pan- 
eréatique transversal  (paneréatique 
inférieure). 


oueHb pa3HooOpas3na. B Tpymax He ObI- 
HH MOXoOxKero cocyAH- 
croro y3opa. HanOouee BaxK- 
HbIe BapHallHH. 

OnncaHbl BaxKHbIe apTepHu 
O4eHb PeAKO YINOMAHYTHIe B yYeOHHKaXx: 
1. 3anHAA apTepHA 
(retro-duodenalis _posterioris-superio- 
ris pancreo-duodenalis ). 

apTepHa 
BusbKu (supraduodenalis Wilkie). 
CnMHHad apTepua (pan- 
creatis superioris). 

TlonepeuHad apTepHa 
(pancreatis inferioris ). 


Bone Plastic Reamputation 


DR. NIKOLAI N. BLOKHIN, F.L.C:S. 
GORKI, U.S.S.R. 


“4 | NHIS great and difficult war, which 
has transformed thousands of 
young and robust people into 

invalids, has confronted the surgeons 

of the Soviet Union with the problem 
of how to restore to these men their 
lost working capacity. Men who have 
lost their limbs at the front belong to 
the group which has suffered most 
severely. They require exceptionally 
attentive care, and the problem of pro- 
viding them with prostheses is correctly 
considered as of primary importance 
by all countries involved in this war. 
The method of primary amputation 
used at the front has not provoked dis- 
pute. This primitive guillotine opera- 
tion is performed in order to save the 
wounded man’s life and to prevent 
acute infection at the site of the ampu- 
tation stump. Certain patients require 
only a minor supplementary operation, 
removal of sear tissue, skin transplanta- 
tion, ete. In the majority of cases, 
however, reamputation is necessary. 
Although it is considered urgent to 
decrease the number of secondary oper- 
ations, particularly reamputations, by 
preventive measures, one cannot avoid 
the fact that reamputation is inevitable 
for most patients subjected to amputa- 
tions at the front. This means that in 
the majority of cases of amputation the 
operation which finally adapts the 
stump for prosthesis is a second opera- 
tion. The fate of the wounded man 
depends on the way in which it is 
performed. , 


Presented at the Ninth Annual Assembly of the 
United States Chapter of the International College 
of Surgeons, Philadelphia, Pennsylvania, October 
1944, 
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Bone plastic operations aimed at pre- 
serving the end-weight-bearing capacity 
of the stump by means of closing the 
bone marrow canal with a bone trans- 
plant are not an innovation. The first 
operation of this type was performed 
by the great Russian surgeon Pirogov 
almost one hundred years ago. Never- 
theless bone plastic operations have not 
been widely used in war trauma, pri- 
marily because a resulting flare-up of 
infection is feared by some surgeons, 
who consider that this operation is also 
more complicated than the usual type 
of reamputation and does not give 
better results. Our acquaintance with 
the work of United States Army hos- 
pitals seems to indicate that the use of 
bone plastic operations on the amputa- 
tion stump is very limited here. For 
this reason we feel that it would be 
of mutual interest to exchange experi- 
ences regarding this operation. 

Two prosthetic orthopedic hospitals 
for wounded soldiers, located in Gorki, 
U.S.S.R., where Dr. Kolokoltsev and I 
are the senior surgeons, have studied 
approximately 1,000 cases of bone plas- 
tic reamputation during three years of 
war. In these hospitals bone plastic . 
reamputations constituted 30 per cent 
of the total number of amputations 
requiring reamputation. The common 
type of reamputation, with adaptation 
by the Bunge method, was performed 
in the remaining cases (70 per cent). 

In cases in which amputation above 
the site of an unhealed wound would 
result in a shorter than satisfactory 
stump, the operation was postponed 
until treatment of the wound was com- 
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pleted, so that the entire stump could 
be saved. 

Dr. Kolokoltsev’s analysis of micro- 
flora at the site of the amputation indi- 
cated that the presence of a small 
number of staphylococci need not be a 
counterindication to bone plastic opera- 
tion. In the presence of streptococci, 
preoperative treatment of the amputa- 
tion stump was initiated and operation 
postponed. 

Preliminary roentgenologic observa- 
tion of the stump is desirable in order 
to exelude the possibility of osteomye- 
litis at the site of the projected opera- 
tion. The wound is sprinkled with 
sulfanilamide preceding the operation. 

The methods of bone plastic opera- 
tions on the amputation stump most 
widely used in the Soviet Union are 
those of Pirogov, Gritti-Stokes and 
Biers. The methods of Kirschner and 
Levy are used less frequently. The 
Kirschner operation will be dealt with 
in Dr. Kotov’s paper, and I shall con- 
fine myself to the other methods. 

The Pirogov operation is performed 
at the ankle region in eases in which 
the patient retains the entire heel bone 
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and the skin of the heel region. Soviet - 


surgeons prefer this operation to the 
Symes because subsequent to the Piro- 
gov operation the stump gives better 
support. It also enables one to secure 
stumps of varying length. 

The Pirogov operation is used by us 
in all cases of reamputation of poor 
short stumps of the foot following 
primary amputation by the Chaupart 
method. Only injury to the caleaneum, 
osteomyelitis or injury to the skin of 
the heel is regarded as an indication 
for amputation at a higher level. 

I should like at this point to say a 
few words concerning the Levy method; 
which may be successfully used in cases 
of long-below-the-knee stumps when the 
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heel is either defective or entirely de- 
stroyed. In this operation, at a site 
slightly above the ankle, the sawed-off 
bone end is covered with a bone trans- 
plant from the external aspect of the 
ankle and nourished from the perios- 
teum and fascia by means of a pedicle. 
The stump end is covered with a frontal 
skin flap. The Levy stump is shorter 
than the Pirogov stump. It gives sup- 
port but has less endurance than the 
Pirogov stump, which includes not only 
heel bone but also heel skin accustomed 
to bearing pressure. 

The Biers operation is the most 
widely used bone plastic method in 
amputations of the lower part of the 
leg. Here the sawed-off end of the bone 
is covered with a thin bone transplant 
from the tibia which is nourished by 
means of a pedicle. We use the Biers 
operation in cases in which the stump 
is long enough to prevent the shorten- 
ing necessary for a sawed-off transplant 
from hampering its functional capacity. 
With very-long-below-the-knee stumps 
this shortening is completely expedient, 
and reamputation is sometimes per- 
formed solely or primarily for this 
purpose. 

Thus, for long stumps the Biers oper- 
ation, which presents no technical diffi- 
culties, is completely justified, and we 
consider the operation advisable if the 
stump is no shorter than 18 to 20 em. 
In eases in which shortening is undesir- 
able and may mar the quality of the 
stump, a simple reamputation or a 
Kirschner bone transplant is prefer- 
able. Technically, the Biers operation 
is performed in such a manner that the 
bone transplant remains connected not 
only with the periosteum but with the 
skin flap which will be used to cover 
the stump end. 

The frontal: bone end of the tibia is 
rounded, The bone transplant must not 
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be thicker than 2 or 2.5 mm. and must 
be taken only from the cortical layer. 
This operation does not give as hardy 
a stump as the Pirogoy method, since 
the skin of the lower lee is not accus- 
tomed to pressure. Nevertheless, the 
patient can be supplied with an end- 
weight-bearing prosthesis shortly after 
union is achieved. 

In operations on the thigh we use the 
Gritti-Stokes method. The sawed-off 
bone end is covered with a frontal knee 
flap which includes the patella.  Dis- 
placement is prevented by shaping a 
peg on the posterior aspect of the 
patella that compactly fits into a match- 
ing opening at the end of the thigh 
bone—the method of the Russian ortho- 
pedist, Professor Albrecht. 

The Gritti-Stokes—Albrecht operation 
assures a very hardy, end-weight-bear- 
ing stump, covered with knee skin which 
is accustomed to pressure. This opera- 
tion becomes impossible, however, if 
the thigh stump does not include 
the patella. In this case the method 
of Kirschner or Biers can be used, 
although, as previously stated, the latter 
can be performed only in cases of long 
stumps, in which shortening does not 
prevent a satisfactory prosthesis. 

There is no question that bone plastic 
operations cannot and must not be per- 
formed in all cases of war amputations. 
In a series of cases the high level of 
the primary amputation makes it more 
advantageous for the patient to pre- 
serve length than to get an end-weight- 
bearing stump. In other cases it is 
necessary to consider the danger of in- 
fection—if, for example, the patient has 
recovered comparatively recently from 
an anaerobic infection. Finally, the 
Gritti-Stokes and Pirogov operations 
are limited by the fact that the patella 
or heel bone respectively is necessary. 

Nevertheless, a bone plastic operation 
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may be performed without risk in a 
considerable number of cases, and while 
improving the quality of the stump it 
does not appreciably extend the period 
of the patient’s hospitalization. 

Our data show that serious complica- 
tions occur with 2 per cent of bone 
plastic operations performed early after 
primary amputation. This refers to 
cases of considerable suppuration fol- 
lowing the Biers operation, necessitat- 
ing removal of the sequestrated bone 
transplant. Although a third operation 
did not have to be performed, the pa- 
tients were able to utilize only a non- 
end-weight-bearing prosthesis. 

Failures of this type were not encoun- 
tered with Gritti-Stokes, Pirogov and 
Levy operations. Mild suppuration, 
occurring mainly at the sites where 
drainage tubes were inserted following 
operation, occurred after 12 per cent 
of reamputations. These mild suppura- 
tions, however, were not adversely re- 
flected in the subsequent prosthesis of 
the patient. 

Roentgenologic observations of the 
stump after bone plastic operations 
show, on the basis of extensive material, 
a smooth union of the transplant and 
absence of exostosis. 

We have observed that with the use 
of early physical therapy the stump is 
able to withstand pressure within three 
or four days following the bone plastic 
operation. Nevertheless we often sup- 
ply the patient with a temporary pros- 
thesis of a non-end-weight-bearing type 
while continuing gradual training to 
adapt the stump to the use of an end- 
weight-bearing prosthesis. 

The patient who is provided with a 
prosthesis for an end-weight-bearing 
stump walks much better, not only 
because his stump supports weight 
effectively but also because the sensa- 
tion he feels when wearing the limb is 
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similar to the sensation felt by a normal 
man standing on his own two legs. 
Placing the support at a higher section 
of the stump results in a new and 
unfamiliar sensation that interferes 
with good walking. The man with 
an end-weight-bearing stump feels as 
though he stands on his legs, while the 
man who receives a limb with ischial 
support feels as though he is sitting in 
his prosthesis. 


CONCLUSION 


Bone plastic operation following front 
line amputation deserves attention and 
use in cases in which counterindications 
are not prohibitive. Especially in view 
of new agents for the prevention of 
infection, such as the sulfonamide com- 
pounds and penicillin, it is completely 
possible to perform bone plastic opera- 
tions successfully and to obtain by this 
method a good end-weight-bearing, re- 
sistant stump which is more comfortable 
and more adaptable to the prosthesis. 


RESUME 


Les opérations osseuses plastiques 
doivent étre considérées et employées 
dans les cas ot: aucune contre-indication 
confronte l’opérateur. Les nouveaux 
agents pour empécher 1’infection, tels 
que les composés de sulfonamide et la 
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penicillin, ont rendu possible beaucoup 
d’opérations plastiques osseuses qui 
nous permettent d’obtenir des moignons 
solides et vigoreux, plus comfortables 
et plus facilement adaptés aux indica- 
tions prothétiques. 


RESUMEN 


Las operaciones oseas plasticas a 
seguidas de la amputacién lineal es un 
método que merece se le preste atencién 
y que se le emplee en los casos donde 
no existan contraindicaciones que lo 
prohiban. En vista de la introduccién 
en la terapéutica de los nuevos agentes 
para combatir la infeccién, es posible 
evar a cabo con exito operaciones 
éseas plasticas, obteniendose mediante 
este método un buen de carac- 
teristicas apropiadas mas cémodo y mas 
apto para llevar la protesis. 


CBOJI 


(PpOHTOBbIxX aM- 
3aclyKHBaeT BHHMAaHHe TIpHMe- 
HeHHe B Pe OHA He 
3aHa. OcoOeHHO, BBHAY HOBbIX AHTHHH(peK- 
MpenapaTos, 
KaK HW BO3- 
MOXHO YCIeWIHO MpOH3BeCTH 
THYeCKHe ONepallHH TaK, YTOOKI 
ONOpHY!0 H XOPOLIO Ha- 
rpy3ky KyJIbTIO, yLOOHO Mpucnoco6- 
K 
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Bone Plastic Reamputation of the Thigh 


DR. ALEXANDER KOTOV, F.LC.S. 
GORKI, U.S.S.R. 


ANY surgeons in the Sovict 
M Union and in other countries 
consider end-weight-bearing 
stumps preferable to other types from 
the point of view of their prosthesis. 
Their desirability lies in the fact that 
they permit use of an artificial limb of 
diminished weight and simplified con- 
struction. In addition, they guarantee 
stability in walking, since the amputee 
in a way ‘feels the earth under his 
feet.’? Non-end-weight-bearing stumps 
in many cases necessitate permanent 
pressure on the tuber ischiadicum, 
which is unfamiliar and difficult to 
support and which hampers walking. 
The objections raised by critics of 
end-weight-bearing stumps lie not in 
their disagreement with what has just 
been stated but basically in the fact 
that over a space of time the support- 
ing eapacity of the stump lessens and 
even completely disappears. It seems 
to us, however, that this does not jus- 
tify depriving the amputee of the possi- 
bility of using an end-weight-bearing 
stump, even if only for a limited period. 
We consider that the best possibility 
of obtaining end-weight-bearing stumps 
by operative procedure exists in below- 
the-knee amputations. According to 
our observations in the Soviet Union, 
the Pirogov, Symes, Biers and Kirsch- 
ner operations all give excellent results. 
Because of this they have gained wide 
usage in our hospitals in cases requir- 
ing below-the-knee reamputations. It 
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was possible by use of the method 
mentioned to provide the majority of 
patients with prostheses that reached 
no higher than the level of the knee 
joint. 

There is less possibility of securing 
end-weight-bearing stumps in reampu- 
tations of the thigh. The Gritti-Stokes 
bone plastic amputation, in the opinion 
of various authorities on the subject 
and according to our own observations, 
gives a good end-weight-bearing stump 
in the area of the lower third of the 
thigh. Some writers speak of getting 
a stable end-weight-bearing stump in 
the middle third of the thigh by the 
Gritti-Stokes method. Conditions of 
war, however, especially in amputation 
centers, indicate that the use of this 
operation should be very limited, both 
for thigh and for below-the-knee ampu- 
tations. It is excluded, first of all, when 
the thigh stump does not include the 
patella, and, secondly, indications for 
its use with a stump of the upper third 
of the lower leg are limited. Thus, in 
cases of thigh reamputation we do not 
regard the bone plastic operation as an 
accepted method of securing an end- 
weight-bearing stump. 

On the basis of data gathered from 
all hospitals under the control of the 
People’s Commissariat of Health of the 
U.S.S.R., the number of thigh amputa- 
tions following war trauma are approxi- 
mately equal to the number of below- 
the-knee amputations. They constitute, 
however, a far more difficult group with 
respect to restoration of lost function. 

A patient who has had a thigh ampu- 
tation finds walking much more difficult 
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than a patient with amputation of the 
lower part of the leg, owing to the 
absence of two groups of major joints. 
In addition, the surface that can be 
utilized to fasten the socket of the 
prosthesis is two or three times smaller 
than the surface available in below-the- 
knee amputations. Finally, in non-end- 
weight-bearing stumps of the thigh, 
the single anatomic point of pressure 
in walking with the prosthesis is the 
tuber ischiadicum. We are in agree- 
ment with many writers who, having 
observed the prosthesis of patients with 
thigh amputations, point out that their 
adjustment to weight bearing on the 
tuber ischii is often a considerably 
lengthy and unpleasant procedure. 

These factors foreed us to seek a 
means of alleviating the condition of 
this group long before the outbreak of 
the present war. At the clinic of the 
Ukrainian Institute of Orthopedics and 
Traumatology in Kharkov, physical 
therapeutic methods of acclimating the 
thigh to pressure after reamputation 
were selected for this purpose. Our 
observations showed that securing an 
end-weight-bearing thigh stump by 
means of this method requires long 
and unwearying persistence but that 
the results achieved completely validate 
the effort. 

As a result of his training, the walk 
of the patient with an _ end-weight- 
bearing thigh stump shows incompa- 
rably greater stability and ease than 
previously, when he had a non-weight- 
bearing stump. In addition, after 


therapeutic treatment the majority of 


amputees begin to walk with a mobile 
artificial knee joint and refuse to wear 
a lock, which they previously insisted 
on in order to prevent mobility. In 
some cases the  end-weight-bearing 
stump enables patients to abandon the 
use of the ischium for support. 
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During the war, which made wide 
use of operative procedures for treat- 
ment of the stump possible, the idea 
arose of guaranteeing the ability of 
the thigh stump to bear pressure by 
bone plastic operation. Our use of the 
Kirschner method for reamputations of 
the lower part of the leg in the amputee 
hospital at Seipolatinsk, Khazakstan, 
gave good results, and we decided to 
utilize the principle of this operation 
to obtain a pressure-bearing thigh 
stump. During ten months of work in 
this hospital we performed 15 bone 
plastic reamputations of the thigh 
stump in the middle third of the thigh. 
The postoperative wound healed very 
quickly in all these cases. We began 
educating the stump to weight bearing 
on the twelfth or fourteenth day after 
operation, exercising it a few times a 
day. In the beginning of the second 
month after operation the amputee was 
fitted with special crutches provided 
with a platform for support of the 
stump. The walking time was increased 
daily. Later this group of amputees 
were supplied with end-weight-bearing 
prostheses having free mobility of the 
knee joint. 

The technic which we use for bone 
plastic reamputation is simple. <A flap 
of skin sufficient to cover the lower sur- 
face of the stump is cut out on the 
anterior aspect of the thigh. The skin 
on the posterior surface is divided 
almost perpendicular to the bone of the 
extremity. Following this the muscle 
layers are divided conoidally and the 
bones of the thigh are sawed through. 
We saw off a ring-shaped bone trans- 
plant, 0.5 to 0.75 em. thick, from the 
proximal end of the amputated bone, 
and divide it into several sections. 
After appropriate modification the 
transplant is introduced into the bone 
marrow canal, closing it. The muscles 
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are then sewed in layers and the skin 
sutured. 

In some eases the diameter of the 
bone transplant enables us to fit it into 
the bone marrow canal without division 
into sections; this facilitates the oper- 
ating technic and shortens its length. 

Our observations relate to a small 
number of people, and they are recent. 
Nevertheless our initial results have 
been satisfactory, and this gives us 
courage to report our experience in 
securing end-weight-bearing stumps by 
means of bone plastic reamputations. - 


RESUMEN 


El autor pone de menifiesto que la 
mejor posibilidad de obtener mufones 
de caracteristicas adecuadas_  (end- 
weight-bearing) reside en la zona por 
debajo de la rodilla en las reamputa- 
ciones. Ks mucho mas dificil obtener 
tales mufones en las reamputaciones de 
muslo. El autor y sus colaboradores 
han llevado a cabo 15 reamputaciones 
de mufiones de muslo en el tercio medio 
del mismo empleando una tecnica por 
ellos deserita basada en el método de 
Kirschner para la reamputacién de la 
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parte inferior de la pierna. Los resul- 
tados obtenidos por estos intestigadores 
han sido buenos hasta el momento. 


RESUME 


L’auteur signale les moyens d’obténir 
des moignons satisfaisants dans les 
réamputations de la jambe éloignées du 
genou. Cela est plus difficile dans les 
réamputations de la cuisse. Lui et ses 
associés ont fait 15 réamputations du 
tiers moyen de la cuisse, par une tech- 
nique qu’il décrit. Cette méthode est 
basée sur la méthode de Kirschner pour 
réamputation de la partie inférieure de 
la jambe. Les résultats jusqu’a présent 
sont satisfaisants. 


CBOJL 


ABTOp yka3bIBaeT, YTO cnoco6 
CO3qaHHA Harpy304uHOH KyJIbTH 
3aK04aeTCA B MOAKOJICHHOH 
Takyl0 KYJIbTIO TPYHO B 
HOM On CO CBOMMH acCcHTeH- 
KYJIbTH CpeqHeH TpeTH 
TeXHHKYy OCHOBaHHYyW Ha Kirschner’a 
Mx XOpoUlH. 


New Method of Articulation of the Femur for Difficult 
Cases After Fracture of the Neck of the Femur 


J. W. S. ESSER, M.D., F.LC.S. (HON.) 
MONACO 


HIS is the first publication of 

my original method in any jour- 

nal. However, I described it in 

an article in the Jubilee Album dedi- 

cated to A. Lambotte, the great bone 
and joint specialist. 

The problem of making a new hip 
articulation for the femur without its 
head and neck was posed to me espe- 
cially in cases of spontaneous fracture 
of the collum femoris with infection 
around the fracture. In such cases I 
oppose attempts to obtain consolidation 
of the fracture, since they do not 
promise a good chance for healing. 
They have been, nevertheless, the only 
existing treatments. 

A study of the skeleton indicated to 
me the possibility of placing the tro- 
chanter minor in the cavitas glenoidalis 
by turning the leg 90 degrees in the long 
axis, or, in other words, by supinating 
the leg 90 degrees. In the cases in ques- 
tion with abscess or gummas in the 
collum, the cicatrization keeps the tro- 
chanter minor in the cavitas, helped by 
fixation with strong silk sutures and 
some wire sutures in the surrounding 
tissues. It is of the greatest importance 
to stabilize the leg in a position of 
supination and abduction during the 
whole period of healing, and this is 
accomplished by suspension of the leg 
in a somewhat elevated position. The 
duration of the immobilization may 
differ in individual cases, but must be 
at least four weeks. 
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REPORT OF A CASE 


P. B. was a man in full vigor and appar- 
ently in perfect health. He had been in India, 
and as a result of tabes he was suffering from 
«a spontaneous fracture of the neck of the 
femur, which had been present for two years 
when he came to me for treatment. He walked 
on crutches, and he said: ‘‘I am strong and 
healthy; I am 46; I do not want to live 
unless it is possible to heal this fracture so 
that I can throw my crutches away ; otherwise 
I would rather die.’’ 

On various occasions attempts had been 
made to get him a prosthesis which would 
enable him to walk without crutches, but in 
vain. I advised his doctor, B. Brouwer, the 
renowned professor of neurology in Amster- 
dam, the Netherlands, to try to make a new 
articulation on which it might be possible 
for him to put the weight of his body. 


The patient’s susceptibility to infections 
had induced me to seek and to invent this 
treatment, and I told him that it was impos- 
sible to foresee the result of the operation, 
and that because of his illness he would be 
defenseless against possible new infection. 
This was likely to oceur, as I had to operate 
inside and around an abscess and an old 
center of infection. However, the patient in- 
sisted on undergoing the operation if there 
would be the smallest possibility of his being 
able to dispense with his crutches. 

Professor Brouwer also encouraged him to, 
run the risk of the operation, since none of 
the treatments of the two years had shown 
the slightest results, and he agreed with me 
that any attempt to consolidate a spontaneous 
fracture of this nature was neither natural 
nor logical. 

I removed the head and the neck of the 
femur and disengaged the trochanter minor 
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from the insertion of the ligaments of the 
tendon with the help of a raspatorium. After 
the supination was induced, the patient was 
put back in his bed, half on his back, half on 
the side that had not been operated on, and 
the leg was held in a suspended apparatus in 
this supine position, stretched at an angle of 
45 degrees, so that the weight of the leg could 
help the trochanter minor to enter the cavity 
and keep it there. During this operation the 
trochanter minor had been fixed and attracted 
as much as possible into the glenoid cavity, 
maintaining the leg in the position described. 

I was merely passing through Amsterdam 
from France, and the postoperative treatment 
was left to the surgeon who had assisted me 
in the operation. Two days later the patient’s 
temperature rose to 40° C. (104° F.), and the 
suspension of the leg was abandoned. On my 
return to Amsterdam several weeks later, my 
colleagues advised that disarticulation be car- 
ried out by means of thermocautery. The 
patient had a large abscess 4 inches (10 em.) 
underneath the groin. After examination it 
was agreed that disarticulation of the leg, 
especially by thermocautery, would have 
threatened death because of the weak state 
of the patient. I opened the abscess at the 
lowest possible point in the groin. This oper- 
ation was successful; the temperature went 
down immediately to normal. The abscess had 
an outlet through the new canal and soon 
healed. 

After convalescence the patient was given 
exercises and was able to walk with two 
sticks, and even to go up the stairs without 
a stick. Several years later he died of tabes. 


RESUMEN 


El autor detalla un método original 
para hacer una articulacién de cadera 
para un femur sin su cabeza y cuello, 
especialmente indicado en los casos de 
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fractura espontanea del cuello femoral 
con infeccién alrededor de la fractura. 
Kil fin deseado se obtient colocando el 
trocanter menor en la cavidad glenoidal 
mediante supinacién de la pierna 90 
grados. Kl miembro es mantenido en 
esta supinacién y en abduccién durante 
todo el periodo de curacién, el cual varia 
en los diferentes individuos pero que se 
prolonga por lo general lo menos cuatro 
semanas. 


RESUME 


L’auteur décrit une méthode originale 
pour la eréation d’une articulation de la 
hanche pour un fémur sans col et sans 
téte. Cette méthode est utile surtout 
dans les cas de fractures spontanées du 
col du fémur avec infection périarticu- 
laire. Tl place le trochanter mineur dans 
la cavité elénoide en supinant la jambe 
de 90 degrés. Le membre est tenu en 
supination et en abduction pendant la 
durée de la guérison. Cette durée varie 
chez différents individus; la durée 
moyenne est de quatre semaines. 


CBOJI 


AsTop COOCTBeHHDIM 
cnoco6 HOBOrO OepeHHOoro Cy- 
6eHHO B CMOHTaHHOrO Mepewoma 
collis femoris c BOKPyr MepewJo- 
Ma. pe3syibTaT LOCTHraeTcA 
momeujeHvem trochanter minor B cavitas gle- 
90 rpanycos. Hora B 
M B TeYeHHH BCero 3a- 
KOTOPbIM, MOMHMO 
aJIbHbIii IpOLOMKaeTCA, NO Kpait- 
Heli Mepe, 4eTLIPe 


Pilonidal Dimple, Sinus, Cyst and Abscess 


ALFRED J. CANTOR, M.D. 
FLUSHING, NEW YORK 


HE therapy of pilonidal disease 

has long been a subject of debate. 

Both conservative surgical 
measures have been staunchly advo- 
cated in the literature. The frequency 
of recurrence after surgical removal of 
lesions has led to the development of 
many operative modifications. Thus 
there are those who advocate complete 
excision without closure, those who 
champion primary suture after excision, 
advocates of coccygectomy as well as 
excision of the cyst, exponents of mar- 
supialization, and others who describe 
methods of partial closure. 

Why such a multiplicity of treatments 
for such simple lesions? In the final 
analysis the complete removal of the 
disease is the object of all therapy. The 
application of well known surgical prin- 
ciples should guide the physician’s tech- 
nic in dealing with disease in this 
location as in all others. If there is 
a recurrence after a surgical operation, 
there has been some defection in the 
extent of excision, in the judgment as 
to closure, or in the postoperative care. 

T must here stress a little known fact. 
Most recurrences are not actual re- 
growths of cyst tissue. They are simply 
chronic draining postsurgical fistulas. 
They represent unobliterated dead space 
and residual infection. Unless these 
factors can be overcome at the time of 
operation, it is best not to attempt 
primary surgery. 

It will be of interest, then, to de- 
seribe pilonidal disease in general and 
surgical therapy in particular. I should 
like also to detail my own operation for 
this condition, and the indications for 
its development. 
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ETIOLOGY 


The pilonidal lesions under considera- 
tion are congenital. About 25 per cent 
of all infants at birth and about 4 per 
cent of all adults present evidence of 
a pilonidal dimple. Such a dimpling 
of the skin in the sacrococeygeal region 
is a lesser degree of the congenital 
failure of fusion that in some cases 
results in the development of a pilonidal 
sinus or true cyst. 

The varying degrees of failure of 
proper fusion of the midline ectoderm 
in this region and the resulting varying 
degrees of ectodermal invagination are 
represented successively by the piloni- 
dal dimple, the pilonidal sinus and the 
pilonidal cyst. Because of the fact that 
these invaginations are lined with skin, 
products of dermal activity tend to 
accumulate within the sinus or cyst 
space, thus providing an excellent bac- 
terial culture medium. Abscess forma- 
tion is therefore a common complication. 

T shall not discuss here the other theo- 
ries of origin, such as the preen gland 
thesis or the neurogenic hypothesis. 
These are based on interesting phylo- 
genetic and ontogenetic considerations, 
but are of no practical value in either 
diagnosis or therapy. 


CLASSIFICATION AND PATHOLOGY 
A simple classification would include: 


I. Pilonidal dimple. 
II. Pilonidal sinus. 
III. Pilonidal cyst. 

IV. Pilonidal cyst connecting with the 

sacral canal. 
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V. Pilonidal cyst connecting with the 

sacral canal and communicating 

with the subarachnoid space or 

the central canal of the spinal 
cord. 

Type I, the pilonidal dimple, is very 
common. It is a symptom-free dimpling 
of the skin over the sacrococcygeal re- 
gion. Because it is superficial and shal- 
low, it never becomes infected. The 
pilonidal dimple may be connected with 
a very short sinus, and this might be 
classified as a dimple-sinus, as distin- 
guished from a true pilonidal sinus. 
‘lhe dimple-sinus would be characterized 
by a wide-mouth opening, a caudad 
direction and absence of protruding 
hair. The true pilonidal sinus (type IL) 
would, in contrast, present a narrow 
opening, a cephalad direction and, often, 
protruding hair. The dimple-sinus, of 
course, like the pilonidal sinus, may be- 
come infected, and an abscess may 
develop. This is a common complication. 

._Pilonidal sinus openings may be single 
or multiple, and usually they connect 
with one or more subcutaneous cystic 
dilatations (type IIL). The sinus open- 
ing is usually single, and in most cases 
it is located in the region of the sacro- 
coccygeal articulation. Multiple sinus 
tracts are usually associated with a 
large cyst cavity. Uf there are two 
cystic dilatations, one is most commonly 
found just subjacent to the skin, con- 
necting with the other just overlying 
the sacral periosteum. Sebaceous ma- 
terial and detritus collect in the sinus 
or cyst cavity. A small tuft of hair 
may project from the sinus opening, or 
be found in the cyst cavity on incision. 

Types IV and V are very rare. I 
have had no personal experience with 
them. 

The advent of infection within the 
sinus or cyst is the usual reason for 
consultation with a physician. Infection 
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may follow trauma or may develop with- 
out remembered injury. ‘lhe usual signs 
of abscess formation are then noted. 
Pain, tenderness, redness, swelling and 
discharge of purulent material are all 
in evidence. ‘The infection may burrow 
and produce lateral extensions, ruptur- 
ing to the surface as true fistulous tracts 
lateral to the midline. ‘The infecting 
organism is usually a staphylococcus 
or the colon bacillus. 

The abscess is usually located lateral 
to the midline, and not directly in the 
cyst or sinus. When spontaneous rup- 
ture to the surface occurs, or after in- 
cision and drainage, an additional sinus 
is thus created. Such fistulous tracts 
developing secondary to the infection 
with abscess formation have no dermal 
lining. 

TREATMENT 

The approach may be either con- 
servative or surgical. Injection therapy 
is a novelty without obvious advantage. 
It permits the patient to be ambulatory, 
but excision may also do so. Injection 
methods are prolonged, tedious and 
uncertain. I shall not describe these 
technics here because I believe that they 
should be employed only if the patient 
absolutely refuses surgical treatment, 
and that is rare. 

In the acute abscess stage there is no 
question as to the choice of therapy. 
Incision and drainage is indicated— 
never excision. When the infection is 
completely under control the cyst should 
be excised. 

Certain principles may be outlined to 
guide one in the choice of surgical 
procedure. 

1. If there has been no infection, com- 
plete excision and primary closure is 
the procedure of choice. 

2. If infection has been recently pres- 
ent, the wound should be left open or 
only partially closed. 
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3. The size of the resultant wound is 
an important factor. Therefore: (a) 
Only a minimum amount of tissue should 
be excised. (b) If the wound is so large 
that it can be closed only with difficulty, 
it is best to close only partially or not 
at all. 

4. Chromic catgut should not be 
buried. Bleeders should be tied with 
fine silk. 

5. Dead space should be avoided by 
eareful closure with deep retention 
sutures. 

6. Dead space should be avoided by 
use of a tight postoperative dressing. 
I shall later describe my pressure pack. 

I have stated that excision may be 
performed as an ambulatory procedure. 
Before proceeding I shall like to elabo- 
rate on this. Local analgesia is entirely 
satisfactory. I operate on many patients 
in the office under local analgesia, and 
send them home immediately after the 
operation. In most cases, of course, 
they are advised to remain in bed, par- 
ticularly after primary closure. They 
are ambulatory only insofar as they do 
not remain in the office or in a hospital 
bed after operation. If the wound is 
packed wide open after excision, rest 
in bed is of limited importance. One day 
is entirely adequate. If the patient is 
hospitalized, analgesia may be local or 
spinal. Inhalation anesthesia is rarely 
indicated. 

T shall now detail the technic of my 
own excision operation. The usual pro- 
cedure is to excise a wide ellipse of 
tissue, including a larger border area 
of normal tissue, on all sides of the 
cyst area. There are several disad- 
vantages to this technic. First, it is 
not necessary to excise so large an area; 
second, healing is delayed, and, third, 
it often renders primary closure impos- 
sible. It is necessary to excise only the 
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sinus tract and the cyst wall, with a 
minimum of surrounding normal tissue. 

The technic of the operation is as 
follows. The patient is prepared by 
shaving and antisepsis. The partially 
inverted position is best, with retrac- 
tion of the buttocks by straps of adhe- 
sive tape. Analgesia is produced by 
wide infiltration with 1 per cent pro- 
caine hydrochloride solution. The needle 
is also carried deep to the cyst to pro- 
vide a bed of procaine solution. The 
initial incision is a midline antero- 
posterior stroke extending through the 
sinus and cyst. This incision will define 
the depth and the anterior and posterior 
limits of the excision. If the cyst is 
palpable these limits will be apparent 
before the primary incision. If the cyst 
is not palpable the initial incision should 
be abbreviated and then lengthened as 
required. The cyst and sinus tissue will 
be grossly evident as contrasted with 
the surrounding normal yellow fat 
lobules. The primary incision is car- 
ried only into normal fatty tissue both 
anteriorly and posteriorly. It should 
not be extended unnecessarily. The 
depth of the incision will be to the sacral 
periosteum in most cases. The next 
incision is transverse, at the central 
point of the cyst cavity. This incision 
should extend only into normal fatty 
tissue on either side of the cyst. In 
this fashion the four outermost points 
of the excision are established under 
direct vision and not by the usual guess- 
work of elliptic excision technic. When 
the cardinal excision points are deline- 
ated, they are connected by slightly 
curved incisions, if such incisions will 
completely surround the pathologie tis- 
sue. If irregular extensions of the dis- 
eased tissue necessitate altering the lines 
of connecting incisions, they are so 
altered to include all the pathologic 
tissue. 
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Fig. 1. A, Area and technie of lateral point injec- 
tion for local analgesia. B, Anteroposterior (1) and 
lateral (2) incisions to outline the extent of excision. 


In most instances only a small block 
of tissue need be excised. The resulting 
wound, if this technic is followed, is 
extremely small in comparison with the 
usual massive pilonidal excisions. 
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C, The outermost points connected. D, Excision 

wound: deep sutures placed. #, Skin sutures placed. 

(The long ends of the deep sutures are tied over a 
gauze roll.) 


If the surgeon prefers, the wound may 
be packed and allowed to heal by granu- 
lations. I prefer to use sutures in every 
cease. If the wound should break down, 
nothing has been lost. It will then only 
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be necessary to open the wound widely 
and allow healing by granulations. If 
ample time has been allowed for infec- 
tion to subside, if hemostasis is complete 
and if closure carefully avoids dead 
space formation, the wound will not 
break down. If the wound is very deep, 
fine catgut sutures may be mattressed 
into the sacral periosteum and the fatty 
tissue of the lateral wall to obliterate 
the depths. When possible I prefer to 
avoid burying catgut in the depths of 
a pilonidal wound. Deep retention 
sutures of silk or silkworm gut will 
effectually obliterate deep dead space. 
These sutures are not tied until all have 
been placed. They are then tied over 
gauze rolls to avoid cutting into the 
skin, for they must be tied tightly. 
Interrupted black silk sutures are em- 
ployed for skin closure, a Stewart stitch 
being used. 

The pilonidal pressure pack is then 
applied. This is a device to produce 
evenly distributed pressure over the 
wound. I believe this to be an important 
factor in causing primary healing. The 
‘pressure pack consists of a rectangular 
rubber bag (such as a blood pressure 
cuff bag) with the necessary tubes and 
bulb for inflation. The bag of a sphyg- 
momanometer cuff may be conveniently 
adapted for this purpose. This bag is 
encased in sterile gauze and is placed 
over the wound. Firm, even, broad 
adhesive strapping is then carried 
across the wound and pack from the 
level of the anterior superior iliac 
spines on both sides. This is applied 
tightly. The bulb is then attached to 
the protruding tubing, and the bag 
is inflated moderately. This insures 
even, firm air pressure over the excision 
wound. 

The dressing is not changed for at 
least three days. The adhesive strap- 
ping may require reinforcing and the 
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pressure bag may require further in- 
flation, but the basic dressing is not 
changed. Alternate sutures are removed 
on the seventh day, and the remainder 
on the following day. 

The value of the pressure pack can- 
not be overestimated. It is of primary 
importance to obliterate all dead space 
at the bottom of the wound. If such a 
space is formed, with its attendant 
accumulation of serum and blood, the 
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Fig. Pilonidal pressure pack: (1) gauze; (2) 

pressure bag; (3) adhesive strapping; (4) inflation 

tube; (5) pilonidal excision wound (deep sutures 
in place). 


pressure of this material will mechani- 
cally hinder healing. Further, it acts as 
an excellent culture medium for the 
development of secondary infection. 
Deep retention sutures, careful hemo- 
stasis and the pressure pack will pre- 
vent this unfortunate complication. 


SUMMARY 


The etiology, classification and pa- 
thology of pilonidal disease are dis- 
cussed. The rationale of various forms 
of therapy is considered, and the factors 
of importance in postsurgical recurrence 
are detailed. 

A new operative technic and a new 
pressure pack to prevent postoperative 
development of dead space are described. 


RESUMEN 


Las lesiones pilonidales son de origen 
congénito y puedes ser clasificadas como 
sigue: (I) hoyuelo o peca_pilonidal; 
(II) seno pilonidal; (IIT) quiste piloni- 
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dal; (IV) quiste pilonidal en coneccioén 
con el canal sacro y (V) quiste pilonidal 
en coneccién con el canal sacro y en 
comunicacion con el espacio subarac- 
noideo o con el canal central de ia 
medula espinal. Fl tipo I es el mas 
corriente de todos y los tipos IV y V 
constituyen lesiones extremadamente 
raras. I] autor afirma que la mayoria 
de las recurrencias son debidas a un 
tratamiento defectuoso y describe la 


PILONIDAL LESIONS 


tecnica de su método de incisién emple- 


ando a un nueva clase de apdsito a 
presion que previene el desarrollo post- 
operatorio de un espacio muerto. La 
terapéutica puede ser conservadora o 
quirtirgica. El autor recomienda el 
método de inyeccién solo en los casos 
en que el paciente no autorice la inter- 
vencion quirurgica, 


RESUME 


Les lésions pilonidales sont congéni- 
tales. On peut les classifier ainsi: (1) 
fossette pilonidale; (II) sinus pilonidal; 
(IIT) kyste pilonidal; (IV) kyste piloni- 
dal communiquant avec le canal sacral; 
(V) kyste pilonidal communiquant avec 
le canal sacral et étant en communica- 
tion avee l’espace sous-arachnoide ou 
avee le canal central de la moelle 
épiniére. Les fossettes sont les plus 
fréquentes. Les kystes communiquant 
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avec l’espace sous-arachnoidie ou avec 
le canal central de la moelle épiniére 
sont extrémement rares. La plupart des 
récidives sont dues a un _ traitement 
fautif. Le traitement est conservatif ou 
chirurgical. Le traitement par injec- 
tion ne doit ¢étre employé que quand le 
malade refuse d’étre opéré. L’auteur 
décrit sa méthode personnelle et pré- 
conise l’emploi d’un pansement com- 
pressif qui empéche la formation 
post-opérative d’espaces morts. 


CBOJL 


HeLOCTATKH ABJAIOTCA 
AMKa, 2. 
cHHyc, 3. KUCTa, 4. 
KHCTa, C KOTI- 
4YMKOBbIM KaHaJOM, 5. KH- 
CTa, C KOMUYAKOBbIM KaHa- 
HOH MOJOCTbIO HIM C WeHTPaJIbHbIM CIIMH- 
HOMOSIFOBbIM KaHaJIOM. CaMbIM OODBIKHO- 
BeHHbIM ABIAeTCH NepBbI THM, CaMbIMH 
peAKHMH —ueTBepTblii NATHIN. ABTOp 
HaXOJUT, UTO ABIAIOTCA Pe3yJIb- 
TaTOM TexXHHKH. JleueHHe MO*KeT 
ObITb HIM XMpypruye- 
cKuM. ABTOp peKOMeCHAyeT HHbeKI[HIO TOVJIb- 
KO, Korga OTKA3bIBAaeTCH OT XH- 
pypruu. On KpaTKOe ero 
MeTOAKHH K 
MepeBA3KH C 
OOpPa3soBaHHe CBO- 
OOAHOK MOOCTH. 
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Principles of Skin Grafting 


ROBERT H. IVY, M.D. 
PHILADELPHIA, PENNSYLVANIA 


ITHER of two types of graft may 
5 be chosen for the covering of 

surface defects: the free skin 
graft and the pedicled flap. The choice 
of one or the other depends on several 
factors, and each has its advantages 
and disadvantages. For superficial 
losses, when little or none of the sub- 
cutaneous tissue is lost, an intermediate 
thickness skin graft is usually satis- 
factory. With modern methods of 
cutting large skin grafts, the size of the 
area to be covered makes little differ- 
ence. The use of a free skin graft 
usually means a single operation for a 
given area, whereas the transfer of a 
flap requires three or four operations 
at intervals of three or four weeks. On 
the other hand, pedicled flaps have per- 
haps a higher resistance to infection 
than free grafts, their thickness fills out 
defects in contour, and they undergo 
little subsequent contraction. The skin 
of a flap is soft and pliable, and the 
color remains normal for the part from 
which it has been removed. Where 
tendons, important nerves and bone are 
exposed, a flap with its subcutaneous 
fat is superior to a free skin graft. The 
chief disadvantages of a flap are the 
number of operations required in the 
transfer and the damage done to the 
donor site. The chief disadvantages of 
a free graft are tendency to consider- 
able contraction and poor appearance 
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due to color and texture of the grafted 
skin. In the selection of a donor area 
for either a flap or a graft, due con- 
sideration must be given to the color 
and texture of the skin, presence of 
hair, ete. 


HETEROGENOUS GRAFTS 


Attempts have been made from time 
to time to make use of skin from other 
individuals (homografts) or from other 
animals (isografts). Isografts are of 
no value whatsoever and will not be 
further discussed here. Homografts 
have been used frequently, and sue- 
cessful transfers from one human being 
to another have been reported, espe- 
cially in the newspapers. Serious ex- 
perimenters along these lines indicate 
that there is no evidence that homo- 
grafts sueceed permanently, except in 
identical twins, and that the apparent 
successes that have been reported are 
due to imperfect observation over an 
insufficient length of time. It is the 
opinion of experienced observers that 
homografts may apparently heal well 
for a period limited to a few weeks, but 
after that undergo absorption and dis- 
appear. Homografts, however, have a 
limited indication in persons of low 
vitality or with only a small portion of 
autogenous skin available for grafting. 
In such cases homografts may be used 
to cover an area temporarily as a sort 
of biologic dressing to reduce infection 
of a large open area until the patient 
is in condition to have the area covered 
later with his own skin. 
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TYPES OF SKIN GRAFTS 


Skin grafts are of several types, one 
of the most commonly employed being 
the so-called ‘‘pinch’’ graft, on account 
of its simplicity of technic and large 
percentage of successful ‘‘takes.’’ 
These grafts give a poor appearance 
and should therefore be avoided when- 
ever possible on exposed parts of the 
body. They are accompanied by a good 
deal of sear contraction, often caus- 
ing interference with function around 
joints. The donor areas from which 
pinch grafts have been taken present 
an unsightly appearance, and_ these 
areas are ruined as sourees for the 
greatly superior sheet grafts. The chief 
indication for pinch grafts is to obtain 
rapid healing of very large denuded 
surfaces where the supply of skin for 
sheet grafts is limited and where the 
cosmetic factor is unimportant. For the 
great majority of patients today, mod- 
ern technic has so increased the avail- 
ability of the larger grafts that there 
is seldom any excuse for the employ- 
ment of pinch grafts. 

Skin grafts as now generally em- 
ployed vary according to the thickness 
of skin removed, from the very thin 
graft comprising practically nothing 
but the epithelium (Thiersch graft) to 
the whole thickness graft, in which all 
skin layers are represented. As a gen- 
eral rule, it may be said that the thinner 
the graft the more chance there is for 
a complete ‘‘take.’’ The thinner grafts, 
however, undergo more shrinkage, and 
the color, pliability and general appear- 
ance are less satisfactory than in the 
ease of the full thickness grafts. Thin 
epidermic grafts will usually take 
readily on granulating surfaces, even 
in the presence of infection, while for 
suecess with a full thickness graft it is 
necessary that it be used only on a 
freshly prepared raw surface. As a 
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compromise between the two extremes, 
combining most of the advantages of 
each and minimizing their disadvan- 
tages, some years ago Blair and Brown 
suggested the split, or intermediate 
thickness, skin graft, comprising from 
one half to three quarters of the total 
thickness of the skin. It is this type of 
graft that is most frequently employed 
today. The intermediate skin graft can 
be made to grow successfully on granu- 
lating surfaces, and it undergoes less 
contracture, with subsequent better 
appearance and texture, than does the 
very thin epidermie graft. 

Full thickness skin grafts are -em- 
ployed only to cover defects of small 
or moderate size resulting from excision 
of scar tissue or to fill in a raw area 
made by removal of a flap or a new 
growth. They are not to be used on 
granulating surfaces. The skin of the 
donor area is cleansed with soap and 
water and prepared as for any surgical 
operation. A pattern is made in tin foil 
or rubber dam of the exact size and 
shape of the raw area to be covered. 
This is placed on the donor surface, 
and the skin is incised around the edges 
of the pattern. The outlined area of 
skin is then dissected off with a sharp 
knife, care being taken not to include 
any subcutaneous fat. The edges of the 
graft should not be crushed with for- 
ceps, but preferably handled with small 
hooks, or sutures placed along the edge 
as it is raised. After removal of the full 
thickness skin graft the edges of the 
defect are undercut, and if the graft is 
reasonably small the defect can be 
closed with sutures. 

One of the conditions under which the 
full thickness skin graft has proved 
most satisfactory is in repair of defects 
of the skin of the eyelids. The best 
source of the graft for this is the skin 
of an intact upper lid. This furnishes 
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skin of the same color, thinness and 
texture as that of the defective lid. In 
the absence of available skin from an- 
other lid, the next choice is skin from 
the postauricular and mastoid region. 
The technic of transfer of the full thick- 
ness graft and fixation in its new posi- 
tion is the same as for the more fre- 
quently used intermediate graft. 


TECHNIC OF USE OF SPLIT, OR IN'TER- 
MEDIATE THICKNESS, SKIN GRAFTS 

The greatest modern advance in skin 
grafting is undoubtedly the invention 
of the dermatome by Padgett and Hood. 
With this instrument, a skin graft up to 
4 by 8 inches (10 by 20 em.) in area and 
of predetermined thickness, from 0.005 
to 0.020 inch (0.125 to 0.56 mm.) can be 
cut. The thickness of the average graft 
is 0.015 inch. On a fresh raw surface 
a graft up to 0.020 inch (0.5 mm.) in 
thickness can be used, while on a granu- 
lating surface a somewhat thinner graft 
(0.010 to 0.015 inch [0.25 to 0.375 mm.]) 
will generally be more successful. For 
children still thinner grafts should be 
used. The thinner the graft, also, the 
better chance there is for the same 
donor area to yield a second crop later. 
This is important in cases of burns, in 
which there is a meager supply of donor 
skin. 

Preparation of the Recipient Arca.— 
If a fresh aseptic raw area is to be 
grafted, complete hemostasis is of great 
importance. 

If a granulating surface is to be 
grafted, it is customary to discontinue 
the use of greasy dressings and apply 
continuous moist dressings for several 
days before the operation. Fine mesh 
gauze should be used for the dressings, 
and adequate pressure should be main- 
tained in order to keep the granulations 
small. It is believed that the administra- 
tion of sulfadiazine internally is helpful 
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in controlling infection both before and 
after the skin grafting operation. The 
area to be grafted should be free from 
slough or obvious pus and should have 
healthy red granulations. Before apply- 
ing the graft, many operators excise the 
granulations down to a fresh fibrous 
base, but if the granulations are small 
and firm the graft may be applied 
directly upon them. The raw surface 
should be as free of oozing blood as 
possible. 

Preparation of Donor Skin Surface. 
—The selection of the donor skin area 
is important in some eases, particularly 
when hair on the grafted skin is unde- 
sirable. Where the defect is large, a 
donor area should be selected from 
which the largest graft can readily be 
cut. Probably the easiest place from 
which to cut a graft covering the entire 
surface of the dermatome is the abdo- 
men. If hair is present on the donor 
surface it should be shaved, and the 
skin cleansed with soap and water, fol- 
lowed by alcohol. The surface should 
be allowed to dry and should be washed 
with ether immediately before the appli- 
cation of the rubber cement. This is 
especially important in hot weather, 
when perspiration may markedly inter- 
fere with adhesion of the cement. 

Use of the Dermatome.—The knife 
blade having been set to cut a graft of 
the desired thickness, a thin layer of 
rubber cement is applied with a small 
gauze sponge to the donor skin area 
and to the surface of the dermatome 
drum, the front edge of the drum being 
covered also. It is important to wait 
for three or four minutes to allow the 
cement to dry before proceeding. If the 
cement is not sufficiently dry the skin 
will not adhere to the drum surface. 
The front end of the dermatome drum, 
held with the left hand, is now pressed 
firmly down on the donor skin surface, 
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and if adhesion is good the skin can be 
raised by slightly lifting the drum, some 
of the skin adhering to its front edge. 
The knife blade then starts cutting with 
a to and fro movement with the right 
hand as the drum is rotated back. It is 
important not to press the drum down 
into the skin, but to elevate the skin 
with it as the drum is rolled back. If 
the drum is pressed into the skin sur- 
face, the knife blade is likely to cut 
deeply into the fat at either end. 
Removal of the Graft from the Drum 
and Application to the Recipient Area. 
—The handling of the graft after it is 
cut may present some difficulties, espe- 
cially on account of the cement which 
adheres to it, causing the surface to 
stick together in places. We have found 
that this ean be overcome to a great 
extent in the following manner. After 
the graft has been cut to the end of the 
drum, it is left attached to the donor 
surface at the far end. As it is peeled 
off the drum, the surface is moistened 
with blood from the raw surface by the 
finger. This keeps the cement left on 
the graft from sticking the surfaces 
together. After the drum is removed, 
the graft, still attached at one end, lies 
on the raw surface of the donor area. 
The corners are then caught with fine 
forceps, and the graft is completely 
severed and transferred by means of 
the forceps to its new position. If the 
graft that has been cut is to be divided 
for use over more than one area, part 
of it ean be severed, and while this part 
is being applied the remainder stays 
attached to its original position, the 
under surface being kept warm and 
moist by the blood of the raw area. 
This raw bleeding surface is the best 
possible place to keep a graft while one 
is waiting for its transfer. Under no 
circumstances should a skin graft be 
placed in saline or other solution, as 
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this tends to wash out the reparative 
fluids. The skin graft should be applied 
to the recipient surface at about the 
normal tension of the skin. This is more 
or less a matter of experimentation and 
experience. The graft may be cut to 
approximate size and shape previous 
to its application, or it may be sutured 
in place partially and trimmed to more 
accurate fit afterward. It is sutured to 
the defect at the corners first, and then 
the edges are closely approximated all 
around with interrupted or continuous 
fine silk sutures. After the edges of the 
graft have been neatly sutured in place, 
contact of the graft with the bed beneath 
is assured by several quilted sutures 
placed at intervals. This tends to elimi- 
nate dead spaces where blood and serum 
could collect to prevent healing. Some 
surgeons make multiple slits in the 
graft to allow the escape of blood 
underneath, but I usually rely on the 
quilted sutures alone. At intervals 
around the edges of the graft, I place 
long sutures by means of which the 
pressure dressing is firmly tied in place. 
A single layer of fine mesh petrolatum 
or boric acid gauze is laid immediately 
on the graft, and a suitable pad of 
cotton waste wrapped in gauze is placed 
over this. The pad of cotton waste is 
secured by tying the long sutures over 
it. Over all are placed several layers 
of gauze, the whole then being firmly 
bandaged, preferably with an elastic 
bandage. If the graft has been placed 
on a limb over a joint a splint may be 
advisable. The donor area, which should 
have stopped bleeding by this time, is 
freed of blood clots, and directly over 
it is applied a layer of perforated cello- 
phane (Silkloid), followed by some 
petrolatum gauze and plain gauze dress- 
ings. The perforated cellophane and 
petrolatum gauze form a comfortable 
nonadherent dressing for the donor 
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area and need not be disturbed for ten 
days to two weeks, by which time the 
surface beneath should have healed suf- 
ficiently for the dressing to be removed 
without discomfort. 

After Care.—The grafted area ordi- 
narily need not and should not be 
dressed for at least eight days, and if 
the dressing remains clean with little 
or no odor or if the patient has no 
symptoms of sepsis, the first change 
may be postponed for as long as two 
weeks. If the dressings become foul and 
marked infection is present, they should 
be removed immediately and replaced 
with continuous moist dressings, pres- 
sure still being maintained. If the 
wound is clean at the first dressing, all 
or part of the sutures may be removed 
and a new petrolatum gauze dressing 
applied. Pressure should be maintained 
for at least two weeks. During this local 
eare of the patient, his general condi- 
tion should of course be carefully 
watched, with due attention to diet, in- 
cluding protein and vitamin needs, and, 
above all, maintenance of the quality of 
the blood by transfusions. The use of 
a sulfonamide compound internally is 
recommended as a prophylactic meas- 
ure until the graft is well healed. 


RECENT INNOVATIONS IN TECHNIC OF SKIN 
GRAFTING 


Within the last two or three years 
several procedures have been brought 
forward in an endeavor to simplify the 
technic and improve the results of skin 
grafting. Time does not permit more 
than brief mention of the most impor- 
tant of these. One is the employment 
by Sano and others of a ‘physiologic 
cement’’ in the form of solutions of 
fibrinogen and thrombin applied to the 
under surface of the graft and to the 
recipient raw surface respectively. This 
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procedure is said to facilitate healing 
of the graft and to save time by lessen- 
ing the amount of suturing necessary. 
Another innovation, to aid in the 
handling of the graft, has been de- 
scribed by Webster. <A piece of trans- 
parent film is applied to the dermatome 
drum, so that the graft when removed 
will be spread out over the film. With 
the film still in place, the graft can then 
be cut readily to the desired size and 
shape. Webster has also reported on 
the use of refrigerated skin grafts. The 
method has a limited application at the 
present time, but it can be used as a 
part of a two stage procedure for pa- 
tients whose general condition will not 
stand a prolonged one stage operation. 


RESUMEN 


Kl autor describe los tipos generales 
de injertos cutaneos que pueden ser 
usados para la reparacién de defectos 
superficiales y detalla la téenica para 
el empleo de los injertos cutaneos incin- 
didos (es decir, de grosor intermediario) 
en la cirugia reparadora. 


RESUME 


L’auteur nous décrit les types de 
greffage de la peau les plus employés 
pour rémédier aux défauts de surface. 
Il nous décrit so technique personnelle 
pour l’emploi de la greffe cutanée deé- 
doublée (épaisseur intermédiaire). 


ABTOp KpaTKOe ONHCaHHe OObIKHO- 
BeHHbIX THIIOB KOXKHbIX 
BOCCTAHOBJCHHA TMOBeEPXHOCTHbIX 
(beKTOB H OMMCbIBaeT ynoTpebure- 
HMA KOXKHOTO 
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Hernia Into the Duodenojejunal Fossa (Hernia of Treitz) 
Report of Three Cases 


M. J. BIERMANN, M.D., F.A.C.S., M.LCS. 
WICHITA, KANSAS 


REPORT OF CASES 


Casr 1.—M. F., a white girl 18 years of 
age, two days before entering the hospital 
became sick with abdominal cramps which 
came on about every ten to fifteen minutes. 
She felt abdominal distention from the first 
and was slightly nauseated; she had two 
bowel movements the first day but none 
afterward. 


On her entrance to the hospital her tem- 
perature was 100° F., her pulse rate 98 and 
her white blood cell count 11,000. Her skin 
was dry and warm; her abdomen was dis- 
tended throughout, and tenderness was 
marked over the entire abdomen. The 
abdomen was tympanitic, and muscle guard 
was noted, but no apparent rigidity. The 
patient was still vomiting, and repeated 
enemas failed to give relief. A continuous 
suction tube was inserted and the patient 
observed for twelve hours. The distention 
of the upper part of the abdomen was re- 
lieved, but the rest of the abdomen remained 
distended and became progressively more 
tender. The white blood cell count rose to 
12,560. A diagnosis of bowel obstruction was 
made, and an exploratory abdominal opera- 
tion was decided on. 

When the abdominal cavity was opened, 
no intestines were immediately visible, but 
instead a large tumor which filled the entire 
cavity. It had a smooth, gleaming, somewhat 
transparent covering, through which could be 
seen the coils of bowel and some fluid. Up- 
ward the mass seemed to merge with the 
mesocolon, and to the left, into the descending 
mesocolon. Enlarging the incision and push- 
ing the mass to the left displayed the cecum 
and ascending colon in normal position. The 
terminal 14 em. of ileum was densely adherent 
to the posterior abdominal wall by adhesions 
and seemed to emerge from the mass at about 
the level of the third lumbar vertebra. Since 
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it was impossible to explore the left side of 
the abdomen owing to the size of the sac, an 
opening was made in the right lateral aspect 
and carried upward toward the base. After 
the fluid had been thus evacuated and the 
somewhat distended bowels revealed, the 
efferent end, or point of entrance of the bowels 
into the sae, could easily be felt. Here there 
seemed to be a tight construction around the 
first portion of the jejunum, with the some- 
what more distended jejunum and duodenum 
above this point. Two adjacent forceps were 
placed on the constructing band, and the band 
was cut after examination revealed no pulsa- 
tion or apparent arterial involvement. <A 
fairly large vein, however, was ligated at this 
point. After the distal end of the ileum had 
been liberated and this portion covered with 
peritoneum to protect the raw surfaces, the 
entire abdomen seemed to be in normal condi- 
tion. The remnants of the hernial sac were 
not disturbed, and the abdomen was closed in 
the routine fashion. 

The postoperative course was uneventful, 
with no more vomiting, a drop in tempera- 
ture and in pulse and respiratory rates, and 
no symptoms since. 


Case 2.—S. M. 8., a white man 61 years of 
age, became sick four days previous to enter- 
ing the hospital. The onset was sudden, with 
sharp pains in the upper part of the abdomen. 
The pain seemed to be worse about two to 
three hours after taking food, and it did not 
seem to make any difference what kind of 
food. Two days after the onset he began 
vomiting, and this became progressively 
worse ; but the vomiting was only gastric and 
pyloric content, with no fecal odor or in- 
testinal content. He seemed to have a good 
deal of gas after the vomiting began. Disten- 
tion also seemed to begin with the vomiting. 

Examination at the patient’s entrance to 
the hospital revealed a rather severe disten- 
tion of the lower part of the abdomen and 
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tenderness throughout the abdomen. The 
whole lower part of the abdomen was tympa- 
nitic, but the subcostal region was not. The 
white blood ‘cell count was 6,400, and the 
temperature was normal. A roentgenogram 
(flat plate of the abdomen) revealed many 
distended coils of ileum, more in the center 
of the abdomen. A diagnosis of internal 
hernia (hernia into the ligament of Treitz) 
was made, and exploration of the abdomen 
was decided on. 

With the patient under spinal anesthesia, 
a high right rectus incision was made and 
the abdomen explored. Most of the ileum 
and the ascending portion of the colon were 
gangrenous. The jejunum and part of the 
ileum had herniated into the fold of the 
peritoneum at the fossa of Treitz, and had 
become strangulated, blocking off the mesen- 
teric artery. There was no complete obstruc- 
tion. The condition was essentially ischemia 
with a resulting gangrene of the small in- 
testines. The herniated part of the bowel was 
easily removed from its sac, but the condition 
of the ileum did not warrant further surgical 
intervention except an ileostomy and closure. 
Blood transfusions and all forms of suppor- 
tive measures were instituted, but the patient 
died from toxemia in three days. 


Case 3.—J. M., white woman 29 years of 
age, came in for relief of a gastric disturb- 
ance of ten years’ duration. She described it 
as a gnawing pain coming on after the inges- 
tion of solid foods. Small amounts of food 
or of liquids did not disturb her. Fatty foods 
did not seem to make much difference. 
Usually the pain came on about two hours 
after eating. 

Examination exclusive of roentgenologic 
study failed to reveal anything to explain the 
symptoms. Roentgen examination showed a 
normal stomach and a greatly distended duo- 
denum, but apparently no obstruction distal 
to the duodenum, as the barium sulfate seemed 
to pass into the loops of the ileum and reached 
the cecum in normal time. She had been given 
every conceivable special diet and all the usual 
types of medication during the ten years, 
without relief of any of the symptoms. 

An exploratory operation was decided on. 
A large, high right rectus incision was made 
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to give ample exposure. The stomach and 
gallbladder regions were normal. The duo- 
denum was greatly distended, and the second 
portion, although retroperitoneal, was freely 
movable and easily displaced. At the point 
of normal emergence into the peritoneal 
cavity (area of the ligament of Treitz) it 
seemed to buckle sharply upon itself and 
reenter the retroperitoneal space. About 
12 em. of jejunum seemed to be incorporated 
in this pocket. The bowel was densely bound 
by adhesions and extremely difficult to re- 
move. Anterior to the pocket was the superior 
mesenteric artery, which was easily demon- 
strated owing to the emaciated condition of 
the patient. The small loop of bowel was 
released and replaced in the peritoneal cavity, 
and the aperture was closed with interrupted 
sutures. care being taken not to injure the 
large vessels. 

The postoperative course was uneventful, 
and the patient has been able to eat anything 
she desires since. 


COMMENT 


The first case disproves the theory 
that all hernias into the duodenojejunal 
fossa are congenital or embryologie. 
The patient was operated on by me for 
acute appendicitis about three years 
before the occurrence of this present 
disability. At that time there was no 
sign of an internal hernia and all of the 
ileum that was exposed through the low 
pararectus incision was lying free in the 
peritoneal cavity. At the time of the 
last operation practically all of the 
ileum was enclosed in the hernial sac 
and the distal portion of the ileum was 
densely adherent to the posterior parie- 
tal peritoneum. This was undoubtedly 
a left-sided hernia into the ligament of 
Treitz. The neck of the sae included 
only the inferior mesenteric vein, which 
was ligated between two forceps and 


tied. No other large vessels were 


present. The entire sac was then 
opened from the neck of the sac down- 
ward, which allowed the intestines to 
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assume their normal position in the 
peritoneal cavity. No attempt was made 
to eliminate the walls of the sac. 

The other 2 cases were undoubtedly 
instances of right-sided hernias into the 
ligament of Treitz. Both hernias were 
reducible and therefore did not present 
the problem of how to dispose of the 
neck of the sae, which contained the 
superior mesenteric artery. 

Ilernia into the ligament of Treitz is 
a general term which applies to any 
hernia around the region of the liga- 
ment of Treitz. There are about nine 
recesses or peritoneal pockets about 
this area, and hernias by various 
authors have been deseribed in each of 
them. Most of the authors have claimed 
that the majority of these hernias are 
on the left side. Those on the left side 
are certainly the easiest to care for sur- 
gically, as they do not involve the large 
vessels in the neck of the sac. The most 
serious vascular involvement is that in 
complete right-sided hernias in which 
the superior mesenteric vessels form 
the neck. 

Most of the authors have recognized 
a number of causes for these hernias. 
Among them are: excessive mobility of 
the first loop of the jejunum due to 


abnormal length of the mesentery; ab- 


normal size of the paraduodenal fossa; 
congenital anomaly in the development 
and tortional restriction of the duode- 
num and umbilical loops (the loops of 
the small intestine then finding their 
position behind the layer of the mesen- 
tery of the ascending colon, making 
impossible its meeting and adhering 
with the posterior parietal abdominal 
wall). A few authors have held that 
these hernias are truly embryologic in 
their development and are never de- 
veloped in postfetal life; increased 
intra-abdominal pressure has also been 
advanced as a cause. 
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Diagnosis is extremely difficult in 
most of the cases, and most of the 
hernias are found on exploratory opera- 
tions for intestinal obstruction of un- 
known origin. The pains are vague and 
occur in the umbilical region with radia- 
tion to the thorax or the left shoulder, 
or they may be general over the entire 
abdomen with no localization. In the 
chronic cases there may be alternating 
periods of constipation and diarrhea. 
If there is only partial occlusion, there 
may be such symptoms as_ headache, 
insomnia, loss of weight, vague symp- 
toms of gas in the stomach and gastric 
distress which may come on regardless 
of what type of food has been taken. 
There are no physical signs without 
partial or complete strangulation. Ocea- 
sionally there can be felt a rather 
rounded tumor to the left of the ver- 
tebral column; this tumor is always 
fixed and tender. Roentgenologic find- 
ings are usually negative except in the 
cases in which there is partial obstruc- 
tion or constriction at the entrance of 
the sac. Occasionally there is a small 
constricted portion of the duodenum 
which seems to be separated from the 
other largely dilated portion of the duo- 
denum and stomach. 

From the surgical point of view, this 
type of hernia may be very simple or 
may present the most difficult of sur- 
gical problems. Many of the hernias 
can be reduced by a simple traction 
on the free end of the ileum and a 
milking movement on the incarcerated 
portion. Some of the sacs may be 
opened without involving any of the 
essential vessels. Many of the vessels 
can be avoided by incising beneath 
them. The base of the sac should at 
all times be palpated and a definite idea 
formed as to its contents before any 
surgical intervention is made for the 
disposition of the sac and its contents. 
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If there is any sign of gangrene or 
interference of any kind in the circula- 
tion of the part of the bowel involved 
which will increase the toxemia or 
endanger the patient’s life if further 
surgical intervention is carried out, an 
enterostomy may be performed for tem- 
porary relief and the operation com- 
pleted at a later date. 


SUMMARY 


There may be a variety or combina- 
tion of causes for hernia into the duo- 
denojejunal fossa. Such a hernia is 
extremely difficult to diagnose and 
should always be suspected in any case 
of intestinal obstruction of unknown 
cause. If a hernia is found when the 
abdomen is opened, there should be a 
complete survey of all the parts in- 
volved before any further surgical inter- 
vention is attempted. MHernias in this 
location are definitely not all embryo- 
logic, but some of them may be due to 
embryologic defects. 


RESUMEN 


Puede existir una gran variedad de 
causas etiologicas en la produccién de 
hernia dentro de la fossa duodeno- 
yeyunal. clase de hernia es 
altamente dificil de diagnosticar y debe 
sospecharse su existencia siempre que 
nos hallemos ante una obstrucci6n in- 
testinal de causa desconocida. Si al 
abrir la cavidad abdominal se compruba 
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tal hernia debe procederse a una in- 
vestigacion completa de todas las partes 
afectadas antes de intentar cualquier 
intervencién quirtirgica. Las hernias 
de esta localizacién no son todas de 
tipo embrioldgico pero algunas de 
ellas pueden ser debidas a defectos 
embriolégicos. 


RESUME 


Il y a plusieurs facteurs determinant 
les hernies dans la fosse duodéno- 
jéjunale. Ces hernies sont d’un diag- 
nostic difficile. I] faut y penser dans 
tous les cas d’obstruction intestinale 
d’un diagnostic difficile. Si aprés 
ouverture de abdomen on_ trouve 
une hernie, il faut bien inspecter toute 
la région avant d’agir. Les hernies de 
cette région ne sont pas toutes d’origine 
embryologique, mais il y en a qui sont 
dues & un défaut embryologique. 


CBOJI 


CyulectByeT pa3sHooOpa3ve KOMOH- 
(akKTOpOB, PpboKy 
fossae duodeno-jejunalis. Takyio rpbpKy 
HOCTHPOBaTb TPYAHO OHA LOJDKHA 
ObITb 3aNOMO3peHa B Cay4ae KH- 
OOCTPYKUHH OT HEM3BeCTHOH NpH- 
4HHbI. 10 OTKPbITHH 2KHBOTA 
rpbbKa, TO LO XApyprHu4ecko- 
rO BM€WaTeJIbCTBa HEOOXOAMMO BIIOJHE HC- 
BCe “acTH. XoOTA 
rpbbKa B 3TOM MeCTe MOXKeT ObITh 
HeHa AIPeKTaMH, ITH- 
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Diabetic Gangrene Involving the Sinuses 


B. R. DYSART, M.D. 
PASADENA, CALIFORNIA 


ASES of diabetic gangrene of the 
C nose are rare enough to be 
reported as medical curiosities. 
Search of the literature showed only 15 
cases of diabetic gangrene involving 
the head. Involvement of the nose or 
sinuses was found reported in 8 cases; 
of the tongue, in 1; of the eyes, in 2; 
of the face chiefly, in 6, and of the ear, 
in 1. Three new eases are reported in 
this article. 

Trautman! in 1910 reported a dia- 
betic man of 52 who had necrosis of 
the septum and ‘‘sneezed out a piece of 
cartilage the size of a 5 pfennig piece.”’ 

Bowers * in 1924 reported a remark- 
able series of 3 children, all under 11 
years of age. The first 2 were seen 
before insulin was in use, and both 
died. The third recovered with insulin. 
Patient 1, aged 4% years, had gangrene 
of the septum and both left turbinates, 
also loss of tissue of the left side of the 
roof of the mouth. Patient 2, aged 10 
years, had gangrene of the left lower 
eyelid and cheek. Patient 8, aged 10 
years, had almost complete loss of the 
septum and much swelling of the eye- 
lids, but with insulin she recovered. 

Connell* reported a man of 35 who 
acquired an infection in the ethmoid 
sinuses and antrums in severe diabetes. 
There were a slough of the septum and 
a perforation of the hard palate, leav- 
ing an opening from the mouth into the 
right antrum. The patient recovered 
with insulin. 


From the Department of Otolaryngology, School 
of Medicine, University of Southern California, 
Service of Dr. J. McKenzie Brown, 
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Morris* had a case in which the 
septum and a turbinate sloughed out. 
The patient was a woman of 58. She 
recovered with insulin. 

Ardeshir,’ of India, in 1926 reported 
a child of 8 with gangrene and loss of 
the right ala nasi. The patient recov- 
ered with insulin. 

In reporting a fatal case of gangrene 
involving the left orbit and cheek and 
most of the hard palate, Bulger stated, 
“Occlusion of a single large artery 
could not account for the distribution 
of the necrosis.’’ The patient, a woman 
of 21, died in spite of insulin. The 
onset followed a stye of the left lower 
eyelid. He also told of a case of a 
physician, aged 65, who sloughed out 
the right half of his tongue following 
an infection. 

Brooks? reported briefly on a man 
with gangrene of both sides of the face. 
The onset resembled erysipelas. The 
infection ended with death on the sev- 
enth day. 

Brier’s * patient was a farmer of 24 
in whom a red tender area appeared 
just in front of the left ear. Coma 
developed two days later. The whole 
right ear became involved, but only the 
upper third sloughed off. The gangrene 
in front of the ear must have extended. 
deeply, since the fifth and seventh 
nerves became paralyzed. 

Wood ® presented the case of a woman 
of 60 who bruised her nose in a fall. 
Infection set in, and coma followed. 
Three months later the entire nose and 
septum had become gangrenous and 
were removed. This patient was the 
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only one reported who had a positive 
Wassermann reaction. 

Millet’? saw and reported 2 adults 
who had fatal gangrene of the face. 
In both the causative organism was 
Staphylococcus aureus. He stressed the 
resemblance to erysipelas in the early 
stages and suggested that a culture 
should help in the differential diagnosis, 
as hemolytic streptococci are always 
found in erysipelas. 

Goldberg"! gave a careful review of 
the literature in 1940 and reported a 
case of gangrene of the septum, eth- 
moids and turbinates. A fistula devel- 
oped over the right side of the bridge 
of the nose. The patient recovered. 


PATHOLOGY 


The exciting cause of diabetic gan- 
grene about the head seems to be infec- 
tion. In almost every case the diabetes 
is described as uncontrolled, and in most 
cases the patient was near diabetic coma 
at the beginning of the infection. In a 
few cases trauma played a part. 

Warren,” in his text ‘‘Pathology of 
Diabetes Mellitus,’’ wrote: ‘‘Sepsis is 
the greatest foe of the poorly tréated 
diabetic. . . . Just as arteriosclerosis is 
the bugbear of the diabetic who is doing 
well, so is infection the fear of the 
diabetic doing poorly. The more severe 
his diabetes, the more susceptible he is 
to infection, and once infected, his dia- 
betes becomes far more severe.’’ And, 
again, ‘‘The patient with pre-established 
diabetes requires two to four times as 
much insulin when infection intervenes.”’ 

Warren made the statement, and I 
have checked it with other pathologists, 
that he had never seen an autopsy on 
a patient with diabetes of more than 
five years’ duration, regardless of age, 
that did not show severe arterioscle- 
rosis. At first I was of the opinion that 
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diabetic gangrene of the head came 
chiefly as a result of infectious throm- 
bosis of a terminal artery, an artery 
already almost closed by diabetic arte- 
riosclerosis with thrombosis precipi- 
tated by infection. I am now not sure 
that this is so. If these were the only 
important factors, I think that diabetic 
gangrene would be found more fre- 
quently in the nose and throat, since so 
many infections occur in these regions. 
Bulger © stated: ‘‘It may possibly have 
been related to an extreme edema de- 
veloping in a relatively closed space 
similar to gangrene which is seen after 
subcutaneous injection of calcium chlo- 
ride or strong glucose solutions.’’ And, 
“‘Tissues devitalized by the relative 
absence of carbohydrate in cell metab- 
olism may be thought of as approaching 
death and conceivably less able to tol- 
erate the local high concentration of 
toxins.’”’ 

Since in all the cases previously re- 
ported and in the 3 cases observed by 
myself the patient was in or near coma, 
it must be assumed that a high degree 
of acidosis and local infection are the 
chief factors and that probably infec- 
tious thrombosis of a terminal artery is 
a third factor. The fact that in 3 of the 
previously reported cases and in all of 
my 3 cases the hard palate was affected 
is evidence that thrombosis of one or 
more terminal arteries occurs. 

Riven described multiple gangre- 
nous areas of the skin of the back and 
of the posterior part of the lower parts 
of the legs of a patient entering the 
hospital in diabetic coma. He quoted 
Brewer and Meleney “ as being able to 
produce gangrenous ulcers in animals 
by injecting together hemolytic staphy- 
lococci and nonhemolytic streptococci. 
When the organisms were injected sepa- 
rately, no ulcer followed. 
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REPORT OF CASES 


Case 1.—A man aged 52, a former super- 
intendent of a factory making agricultural 
implements, came to the Pasadena Dispensary 
on Dee. 3, 1929, complaining of bad breath 
of seven months’ duration. A daughter had 
died of diabetes at the age of 1314 years. He 
had had sugar in the urine since 1925, first 
discovered during an examination made be- 
cause he had lost 80 pounds (13.5 Kg.) of 
weight in one month.’ About April 1, 1929 
(eight months before he came to the Dis- 
pensary) the patient became drowsy and was 
sent to his family doctor. The sugar content 
of the urine was high, and it gave 2 plus 
reactions for acetone and diacetic acid. 
Irregular doses of insulin gave him relief of 
symptoms. ‘len days later he was sent to the 
Pasadena Hospital because of ulceration of 
the roof of the mouth, exophthalmos of the 
left eye and double vision at times. Labora- 
tory tests on his admission showed: blood 
sugar, 308 mg. per hundred cubic centimeters ; 
temperature, normal; white blood cells, 6,100. 
The ulceration of the hard palate progressed ; 
the eye remained about the same, and there 
was considerable swelling of the cheek. 
Roentgenograms of the skull made to reveal 
a possible brain tumor failed to show any, 
but the left antrum appeared dark and the 
left ethmoids hazy. Dr. L. L. Henninger 
was called into consultation at this time con- 
cerning the eye and ear. His examination 
showeu the fundus of the left eye normal and 
no pain on pressure over the eyeball, but 
exophthalmos still present. The Wassermann 
reaction was negative. The patient gradually 
improved under treatment with insulin, the 
temperature not going higher than 99.2° F. 
at any time. The exophthalmos gradually 
subsided, and the eye was about normal at 
the end of three weeks. The patient was sent 
home with orders to report to his physician. 
The patient did not report to his physician 
and went without medical care for seven 
months. During this time he had continu- 
ally a very foul breath, and it was this 
symptom that brought him to the dispensary, 
where I saw him for the first time. He stated 
that fluids taken into the mouth had been 
entering the nose since his leaving the hos- 
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pital. An oval plate of brown necrotic bone 
was exposed in the left side of the hard palate, 
measuring about 3 by 1.5 em. The left naris 
was almost filled with foul-smelling black 
necrotic tissue. The odor was much worse 
than that of severe atrophic rhinitis. The 
right naris and septum were normal. The 
necrotic tissue was removed at one sitting 
with a ghumb forceps. No anesthetic was 
necessary. Bleeding was slight. After re- 
moval of the diseased tissue it was found that 
most of the lower turbinate, all of the middle 
turbinate and all of the visible ethmoid cells 
had come away and that the large cavity 
remaining appeared to be lined with healthy 
epithelium. Removal of the plate of necrotic 
bone from the hard palate left a perforation 
through which one could insert two fingers 
from the mouth into the nose. The patient 
was referred to the medical clinic for control 
of diabetes and to the dental clinic, where a 
plate was made to close the perforation 
through the hard palate. The patient was 
followed for a year, during which time he 
was healthy. He died after an automobile 
accident about a year after the time I first 
saw him. 


Casz 2.—Mrs. R. K., aged 47, was admitted 
to the Los Angeles General Hospital on Aug. 
5, 1938. She had been known to have diabetes 
for four years, and had been instructed to 
take insulin, but had not followed her pre- 
seribed diet for ‘‘some time.’’ During the 
week preceding admission she had a cold, 
and for two days she had noticed swelling 
of the left eye. Examination showed the left 
eye rather edematous and red, and slight con- 
gestion in the nose. The blood sugar on ad- 
mission was 488 mg. per hundred cubic centi- 
meters; the carbon dioxide—combining power, 
25 volumes per cent; the white cell count, 
11,600; the hemoglobin content, 87 per cent; 
the blood pressure, 90/70, and the Wasser- 
mann reaction, negative. The patient was 
semicomatose and very drowsy at first and 
would answer questions with difficulty. The 
admission diagnosis was: cellulitis of the eye, 
diabetic acidosis and acute heart failure. On 
August 8, neurologic consultation brought the 
suggestion that there might be a _ possible 
thrombosis of the cavernous sinus. The tem- 


|_| 


VOL. VIII 
NO. 6 


perature, however, had remained rather low. 
On August 9, the patient was seen by me 
for the first time. There was at that time 
a dark blue, almost black, color to the area 
below the left eye, which immediately sug- 
gested gangrene. This area was sharply 
demareated. The left side of the nose was 
congested, but no pus was visible. The left 
side of the hard palate was swollen and dark 
blue. The next day a small ulcerated area 
on the left side of the temple was noticed. 
The patient said that she felt fine and had 
no pain. The diabetes seemed under con- 
trol. On August 11, the patient was more 
stuporous and unable to swallow. The blood 
pressure remained very low, and edema of 
the lungs began to develop. The heart tones 
were of poor quality. The gangrenous area 
on the left side of the hard palate was 
becoming more sharply demarcated. The 
patient died on August 12, seven days after 
admission. Unfortunately permission for an 
autopsy was refused. The treatment con- 
sisted of insulin and intravenously adminis- 
tered dextrose solution and sulfanilamide 
given intravenously and by mouth. 


Case 3.—J. F., aged 69, was admitted to 
the Los Angeles General Hospital on Sept. 
13, 1943, complaining of stabbing pains on 
the left side of the face for a week. The onset 
was gradual. The diagnosis of diabetes had 
been made in 1939. He had never been given 
insulin. For three months he had been weak, 
and for the last two weeks he had been dizzy 
and drowsy. Ie had had one leg amputated 
for supposed carcinoma about twenty years 
before. The examination on his admission 
showed a sharply demarcated red, swollen 
area under the left eye which gave the im- 
pression of erysipelas. Sulfathiazole was 
given. There were a number of small pink 
spots on the roof of the mouth. On Septem- 
ber 29, an ulcer developed under the left eye, 
extending to the region of the lacrimal sae 
and the left side of the nose. The posterior 
part of the left alveolar process had become 
necrotic for an area of 114 inches (3.8 em.). 
Surgical consultation at this time led to a 
suggestion of carcinoma. Biopsy specimens 
taken on September 29 and October 21 were 
reported as necrotic tissue with no malig- 
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nancy. On October 29, the patient was seen 
by me for the first time, and a diagnosis of 
diabetic gangrene was made. ‘The ulcer 
which had formed under the left eye had 
penetrated into the left antrum and _ nose, 
forming an opening about 34 inch (1.9 em.) 
in diameter. The alveolar process had lost 
the soft tissue entirely. The bone, however, 
was still firmly attached. This was allowed 
to loosen slowly without treatment, and on 
November 17 the entire process was lifted 
out with a hemostat; this left an opening up 
into the floor of the antrum large enough to 
admit two fingers. There was no bleeding. 
It was recommended that when the edges of 
the opening had healed a dental prosthesis 
be made to keep food from entering the 
antrum. The patient’s diabetes was under 
control, but his general condition became 
gradually worse, and in spite of control by 
insulin he died on April 6, 1944, of bronchial 
pneumonia. Permission for autopsy was 
refused. 


SUMMARY AND CONCLUSION 


Tifteen cases of diabetic gangrene in- 
volving the head were found reported in 
the literature. Three new cases are 
presented. Theories as to the cause of 
diabetic gangrene are given. It seems 
likely that a high degree of acidosis 
and local infection are the chief causes 
of such gangrene, and that probably in- 
fectious thrombosis of a terminal artery 
is a third cause. The important thing 
that should be learned from these cases 
is that infection in a diabetic patient 
is dynamite and should be handled 
carefully. 


REFERENCES 


1. Trautman: Arch. Laryng. u. Rhin., Berlin 23:360, 1920. 

2. Bowers, C. H.: Gangrene in Nose Complicating Dia- 
betes, J. A. M. A. 82:1325 (April 26) 1924. 

3. Connell, E. S.: Diabetic Gangrene of the Nose, J. Mis- 
souri M. A. 21:277 (Aug.) 1924. 

4. Morris, A. G.: Gangrene of the Middle Turbinate, 
Sequestration of the Nasal Septum, Mucocele of Frontal 
Sinuses, in a Case of Diabetes, New York J. Med. 24:987 
(Dec.) 1924. 

5. Ardeshir, K.: Gangrene of the Nose Due to Diabetes 
Mellitus, Lancet 1:1256 (June 26) 1926. 

6. Bulger, Harold A.: Gangrene of the Orbit and Nares 
in Diabetes Mellitus, J. Missouri M. A. 26:304 (June) 1929. 


\) 


J. INTERNAT. 
COLL. SURG. 


7. Brooks, G. P.: Diabetic Gangrene of the Face, Brit. 
M.. 3. 8: 539 (Sept. 21) 1929. 

8. Brier, A. J.: Diabetic Gangrene of the Face and od 
Complicated by Fifth and Seventh Nerve Involvement, J. A 
M. A. 103: a (Dec. 1) 1934. 

9. Wood, B.: Spontaneous pein of the Nose Due 
to Diabetic "Gangrene, Ann. Otal., Rhin., & Laryng. 46:1112 
(Dec.) 1937 

10. Millet, J.: Diabetic Gangrene of the Face, J. A. M. A. 
112:1143 (March 24) 1939. 

11. Goldberg, S. A.: Gangrene and Infection of the Ear, 
Nose and Throat Complicating Diabetes Mellitus, Arch. Oto- 
laryng. 42:16 (July) 1940. 

12. Warren, Shields: Pathology of Diabetes Mellitus, Phila- 
delphia, Lea and Febiger, 1938. 

13. Riven, Samuel S.: Dermatitis Gangrenosa, a Complica- 
= of Diabetes Mellitus, Am. J. M. Sc. 189:550 (April) 
1935. 
mR Brewer, G. E., and Meleney, F. L.: Ann. Surg. 84:438, 

6. 


RESUMEN 


Kn la literatura se hallan descritos 
quince casos de gangrena diabética en 
los que se encontraba afectada la 
cabeza. El autor presenta tres nuevos 
casos de este tipo. Parece ser que las 
causas principales de esta clase de gan- 
grena estan constituidas por la existen- 
cia de un alto grado de acidosis y por 
infeecién local, pudiendo considerarse 
como un tercer factor etiologico las 
trombosis infecciosas de una arteria 
terminal. La ensefianza primordial que 
se deriva del estudio de estos casos es 
que la infeccién en los pacientes dia- 
béticos supone un hecho de suma grave- 
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dad que debe ser tratada con extremo 


cuidado. 
RESUME 


On trouve dans la littérature 15 cas 
de gangréne diabétique interessant la 
téte. Trois nouveaux cas sont rapportés 
par l’auteur. I] est probable qu’un haut 
degré d’acidose et qu’une infection 
locale sont les principales causes de 
cette gangrene. Une trombose infectieux 
d’une artére terminale est une troisieme 
cause. La chose importante a retenir 
en mémoire est que |’infection chez un 
diabétique est de la dynamite et doit 
étre soignée avec grand soin. 


CBOJI 


15 cayyaeB raHrpeHbl 
ObIIM B HayYHOM AMTepatype. AB- 
TOP TPH HOBbIX 
BHAHMOMY 
raHrpeHb! ABJIAIOTCA BbICOKaA CTeNeHb allH- 
03a MeCTHAA a 
HbIM TPOMOO3 apTepHH ABJIAeCTCA 
TOJbKO TpeTbeh Mpu- 
BaxkHbIM ypOK, JaHHbIM 
yaxHMH, ITO TO, YTO B 
HeOOXOJMMO O4eCHb OCTOPOKHO. 


Uncomplicated Cecitis 


Report of a Case 


CARL J. DePRIZIO, M.D., F.1L.C.S. 
MANSFIELD, MASS. 


HLEGMONOUS cecitis, or typh- 
Pic: has been adequately described 

in the literature by several writers. 
Its cause still remains in doubt to a 
certain extent, although many plau- 
sible explanations have been advanced. 
Cases of uncomplicated acute inflam- 
matory cecitis, usually diagnosed on 
the operating table, have been re- 
ported but are relatively few. The dis- 
ease closely simulates all the symptoms 
and clinical and laboratory findings of 
acute appendicitis with its bizarre mani- 
festations. Inflammatory lesions of the 
cecum secondary to appendicitis, ileitis 
or colitis are frequently seen and have 
been reported by many clinicians. But 
there is a paucity of material on acute 
inflammatory uncomplicated cecitis. 

In 1887, Goldschmidt reported what 
is believed to be the first case of 
phlegmon of the large intestine. W. J. 
- Mayo, in 1888, described cases in which 
typhilitis or perityphlitis gave rise to 
palpable tumors. Billroth also called 
attention to this condition in 1891. 
Hartman in 1893, Juillard in 1897 and 
Gerard in 1899 contributed to the 
present day knowledge of the disease. 
Since 1900, and especially in the past 
twenty years, the knowledge of cecitis, 
both primary and secondary, has been 
greatly enhanced. Deaver did not be- 
lieve that primary cecitis ever occurs. 
Others have been of the opinion that 
cecitis (typhlitis) and perityphlitis do 
occur, though rarely, and that they are 
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chiefly a secondary manifestation of 
either appendicitis or inflammation of 
the adnex. 

Cases of uncomplicated cecitis have 
been reported by Lazarus in 1926, 
Bryan in 1931, Zimmerman and Heller 
in 1935, Burke in 1937, Caylor in 1938 
and Spivack and Busch in 1943. The 
last authors collected 35 cases from the 
literature and added 2 eases of their 
own. But all the cases they reported 
showed involvement of the appendix or 
some other adjoining region of the in- 
testinal tract, and the diagnosis of peri- 
appendicitis secondary to cecitis was 
invariably confirmed by pathologic 
examination. | 

The review of the literature reveals 
that two types of cecitis are described: 
the circumscribed and the diffuse. The 
difference is merely one of degree, 
rather than any fundamental variation 
in the pathologic process, since the 
microscopic pictures of the two types 
are the same. Suffice it to repeat 
briefly : 

Acute uncomplicated cecitis, or phleg- 
monous ececitis, is a definite disease 
entity, closely simulating acute appen- 
dicitis, accompanied by pain, nausea or 
vomiting, with or without rise in tem- 
perature and leukocytosis. Clinically 
there will be found direct and rebound 
tenderness on pressure and muscle 
spasm in the right lower quadrant of 
the abdomen. The symptoms and find- 
ings depend on the degree and extent 
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of involvement of the cecum. As the 
cecum becomes inflamed, indurated and 
often fixed to the lateral abdominal wall, 
the condition presents all the signs of 
appendical abscess or localizing peri- 
tonitis. Cecitis in the early stage is an 
acute process and may require several 
hours or days to reach the stage of in- 
duration and formation of mass. It is 
not unusual for complete subsidence of 
symptoms to occur within a few hours 
or even days. In such eases the dis- 
appearance of the tenderness, mass 
or ‘‘abscess’’ is practically pathogno- 
monic. This may account for the spon- 
taneous recoveries of patients with 
appendical abscess occasionally men- 
tioned and reported by surgeons. ‘The 
diagnosis of acute cecitis is made accu- 
rately only at operation. The findings 
consist chiefly of an acute inflammatory 
process involving the cecum, with vary- 
ing degrees of edema, redness, fibrin 
formation and discoloration, depending 
on the area affected, the amount of cir- 
culation disturbed and the type of 
organism and its virulence. When the 
pathologic process continues unabated, 
punctate hemorrhages may occur, with 
early signs of suppuration, gangrene 
and ulceration as the terminal phase. 
Some degree of localized peritonitis is 
inevitable regardless of the extent and 
severity of the process. 

The ulcerative and chronic lesions of 
the cecum, fecal impactions, ileus, etc., 
do not come under this category and 
are obviously excluded from the discus- 
sion. However, in the differential diag- 
nosis one has to include cancer, tuber- 
culosis, and disease of the right side 
of the pelvis and ectopie pregnancy in 
women. 

The etiology of acute cecitis is far 
from settled. Rankin, Bargen and Brice 
have described ligneous infections of 
the cecum as an inflammatory form of 
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hyperplasia for which no specific cause 
can be found. Bryan believes that the 
primary cause of cecal inflammation is 
invasion of pyogenic organisms into the 
tissues of the cecum through atria in 
the mucosa. Kaufman suggested that 
the cause is fecal retention and consti- 
pation, and invasion of the cecum by 
direct extension. Others, especially the 
Kuropean clinicians Muller, Bstek and 
Leuchtenberger, have been inclined to 
give more credence to hematogenous 
invasion by organisms than to enter- 
ogenous extension. On the whole, how- 
ever, streptococci alone or in combina- 
tion with staphylococci account for the 
majority of cases, although colon bacilli 
and pneumococci are recovered occa- 
sionally from the lesions. Infections 
secondary to intestinal parasites and 
foreign bodies in the cecum also have 
been noted. 


TREATMENT 


Since this condition defies the diag- 
nostic acumen of surgeons and_ clini- 
cians, the treatment is decided on only 
after exploration of the abdomen. 
Appendectomy is performed routinely 
in the simple cases, although this pro- 
cedure has no direct bearing on the 
results. In cases of severe involvement 
of the cecum with manifestations of 
obstruction, resection and anastomosis 
have been performed with uniformly 
good results. However, if the condi- 
tion is duly recognized and the tissues 
do not exhibit evidence of impending 
gangrene, no drastic surgical procedure 
is indicated, since the cecum is capable 
of withstanding considerable pathologic 
involvement before showing signs of 
obstruction. Sulfonamide compounds, 
in the form of crystals, applied locally 
and also given parenterally, are indi- 
cated according to the type of bacteria 
and the condition and progress of the 
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patient. Supportive treatment, admin- 
istration of fluids as necessary, and slow 
increase of the diet are other thera- 
peutic essentials. 


REPORT OF A CASE 


The following clinical history seems 
of appropriate interest: 


On June 2, 1943, R. P. L., a man aged 33, 
was seen in consultation, in his quarters, 
because of sharp nonradiating pains in the 
right lower quadrant of the abdomen of 
about ten hours’ duration, steady and with- 
out much variation in severity. During this 
time he had experienced nausea but no vomit- 
ing. There was no history of constipation, 
diarrhea, jaundice, tarry stools or passing 
of mucus, or of symptoms referable to the 
cardiorespiratory system or the genitouri- 
nary tract. Trauma was easily excluded. 
In the past three years he had experienced 
several episodes of epigastric distress, usually 
associated with overeating and ingestion of 
fatty foods. About one month prior to the 
present attack, roentgenograms were taken 
of the gallbladder, but no definite pathologic 
change was found. 

Physical examination revealed a moderately 
obese white man, in no apparent distress but 
complaining of pains in the right lower quad- 
rant of the abdomen in an area approximately 
the size of the palm of his hand. The head, 
chest, back and extremities showed no abnor- 
malities. The blood pressure was 118 systolic 
and 76 diastolic. The temperature, pulse rate 
and respiratory rate were normal. The 
abdomen appeared full, with the pannus 
adiposus somewhat thick; it was slightly 
tympanitie above the umbilicus. There were 
definite tenderness and muscular spasm with 
rebound tenderness on pressure over the 
entire right lower quadrant, extending to the 
iliac crest. No mass was palpated. Examina- 
tion of the rest of the abdomen failed to 
reveal anything abnormal. 

A diagnosis of acute appendicitis was con- 
curred in, and immediate operation was ad- 
vised. The patient refused admission to the 
hospital until the following morning. At this 
time the symptoms had not changed but the 
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tenderness seemed more acute. ‘The tempera- 
ture, pulse rate and respiratory rate were 
normal, The red blood cell count was 
9,060,000, the hemoglobin content 90 per 
cent and the white blood cell count 7,700, 
with 69 per cent polymorphonuclear cells, 
29 per cent lymphocytes, 1 per cent mono- 
cytes and 1 per cent eosinophils. The sedi- 
mentation rate was 238. 

The patient was operated on under spinal 
anesthesia. The abdomen was entered through 
a lower right rectus incision. The peritoneal 
cavity contained no free fluid; the omentum 
and small intestines appeared normal but 
showed vigorous peristalsis. The appendix 
was found floating in the right iliac fossa, 
about 8 em. in length, presenting no evidence 
of inflammation, edema, constriction or kink- 
ing. The cecum was distended, and its lateral 
aspect was moderately adherent. Many easily 
friable adhesions were freed, and the cecum 
was rendered freely movable; this revealed 
an area of inflammation the extent of a 
semicupped hand. The adherent portion was 
thickened and covered with fibrin; the mesial 
half of the circumference showed only very 
slight hyperemia. The lumen contained fecal 
masses of varying sizes and consistencies. 
The regional lymph nodes were not enlarged. 
Posterior to the cecum a dark red mass about 
2.5 cm. in diameter was discovered. This was 
easily removed by finger dissection and 
grossly was characteristic of gangrenous fatty 
tissue. A direct smear was taken of the 
fibrinous exudate. A route appendectomy 
was then performed; the stump was cauter- 
ized but not inverted. Bleeding was con- 
trolled by ligatures. Five grams of sulfa- 
thiazole crystals was sprinkled over the entire 
cecum and the adjacent lateral abdominal 
wall. The wound was closed in layers with- 
out drainage. The postoperative diagnosis 
was : acute cecitis ; thrombosed mesentery, and 
normal appendix. 

The patient made a slow but uneventful 
recovery and was discharged from the hos- 
pital on June 24, 19438. At this time the 
wound was completely healed, he had no 
complaints and examination did not reveal 
any tenderness, spasm or mass. Six months 
after his discharge from the hospital a re- 
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results. 

The pathologic report was as follows: 

Gross Examination: The vermiform appen- 
dix was 6 cm. long and 6 mm. in diameter. 
Also submitted was a dark red, firm, lobu- 
lated, ovoid mass 25 mm. in length. 

Microscopic Study: The appendical lumen 
was small and contained debris. Its wall was 
thick, and the epithelium was intact. The 
mucosa was thick and lymphatic tissue scant. 
The submucosa was hyaloid. The muscularis, 
subserosa and serosa were essentially normal. 
The ovoid mass consisted of lobules of adult 
adipose tissue. Between the cells was hemor- 
rhage. On the serosal covering was fibrin 
infiltrated with leukocytes. The blood vessels 
contained whole blood. 

The diagnosis was: chronic residual retro- 
grade changes of the appendix; hemorrhage 
and surrounding acute, suppurative 
flammatory reaction of the mesenteric fat 
(consistent with the clinical diagnosis of 
“‘thrombosed mesentery’’). 

The Wassermann and Kahn reactions were 
negative. The smear showed a few gram- 
positive cocci, not characteristic of either 
staphylococci or streptococci. The cultured 
specimen revealed alpha streptococci. 


COMMENT 


This case was one of an early stage 
of acute uncomplicated cecitis, without 
involvement of the vermiform appendix. 
The condition was probably due to bac- 
terial invasion. The thrombosed mesen- 
tery would seem to indicate that this 
started as a blood-borne infection. The 
inflammatory process extended too far 
up the cecum to be the result of circula- 
tory interference of a small distal 
mesenteric vessel. However, it is not 
easy to discount pressure necrosis or 
abrasion from fecal retention in the 
secum as the initial lesion, followed by 
invasion of bacteria through the trau- 
matized mucosa and muscular wall. If 
this assumption is accepted, it is obvious 
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that the mass of gangrenous fatty tis- 
sue was the result of weight pressure 
from the loaded cecum plus an extend- 
ing infection from the posterior lateral 
wall causing a disturbance in circula- 
tion. One cannot seriously consider an 
infected venous return as the cause of 
the process because of the limitation 
of the pathologic process to a cireum- 
scribed area. 


SUMMARY AND CONCLUSION 


Acute uncomplicated cecitis, or typh- 
litis, is a distinct disease entity indis- 
tinguishable from appendicitis preoper- 
atively. The condition is not rare. 

When the appendix is involved, this 
condition is secondary to the cecitis and 
the extension is from the base distally 
rather than from the appendix down to 
the cecum as in the progressive stages 
of appendicitis. 

The phantom appendical abscess is 
probably healed acute cecitis, either pri- 
mary or secondary. 

On exploration of the abdomen, rou- 
tine appendectomy is usually done and 
carries no additional risk. Drastic re- 
section of the cecum is seldom indicated 
unless there is serious obstruction, a 
gangrenous bowel or both. 

A case of uncomplicated cecitis which 
revealed no acute involvement of the 
vermiform appendix is presented. 
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RESUMEN 


La tiflitis aguda incomplicada con- 
stituye una indudable entidad clinica 
cuyo diagnoéstico diferencial con ia apen- 
dicitis es imposible de establecer antes 
de la intervencién quirtirgica. Cuando 
el apéndice se halla afectado, la apendi- 
citis es entonces un estado secundario 
a la tiflitis y las modificaciones apendi- 
culares arrancan distalmente a partir 
de la base en lugar de hacerlo desde la 
punta hacia el ciego como ocurre en los 
estados progresivos de la apendicitis 
simple. 

El absceso apendicular fantasma es 
probablemente una tiflitis aguda curada, 
ya sea primaria 0 secundaria. 

En la exploracién abdominal se lleva 
a cabo generalmente, como método de 
rutina, la reseccién del apendice y ello 
se hace sin riesgos adicionales. La re- 
seccion extrama del ciego rara vez esta 
indicada a menos que exista una ob- 
struccién grave, gangrena intestinal o 
ambos estados. 

El autor presenta en este trabajo un 
caso de tiflitis incomplicada en el que 
la operacién revelé que el apéndice ver- 
miforme no presentaba afeccion aguda. 


RESUME 


Cécite, ou typhlite, est une maladie 
qu’il est difficile de differencier pré- 
opérativement de l’appendicite. Cette 
maladie n’est pas rare. Quand |’appen- 
dice est intéressé et cette condition est 
consécutive & la cécite, 1’extension pro- 
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céde de la base vers la pointe plus 
souvent que de l’appendice au caecum. 
L’abecés fant6me appendicéal est proba- 
blement sécondaire 4 une cécite, pri- 
maire ou secondaire. Aprés ouverture 
de l’abdomen on fera une appendicecto- 
mie. Cela n’entraine aucun risque addi- 
tionnel. Une résection drastique de 
caecum n’est indiquée que rarement. 
Cette résection sera faite dans les cas 
d’obstruction grave, dans les cas de 
gangréne intestinale, ou quand ces deux 
lésions son associées. L’auteur présente 
un cas de ecécite non compliquée qui 
ne présentait aucune lésion aigué de 
Vappendice. 


CBOJL 


Octpbiit WeKHT HIM 
JMT ABIACTCH 
Ooe3HbIO, KOTOPy!0 HEBO3MOXKHO Mpeorie- 
PaTHBHO OTJHYHTb OT bo- 
J@3Hb 


4peBOBHAHOTO OTPOCTKa B 
TaKHX ABIAeCTCAH BTOPHYHbIM, 
BOCMaJHTebHOrO Mpo- 
wecca OT OCHOBBbI, a He OT 
OTPOCcTKa K KHUIKe, Kak B porpec- 
CMBHBIX CTaxKax PaTOMHblit 
HapbIB ABJACTCA, BEpOsAT- 
HO, BbI3}OPOBLUHM OCTPbIM Nep- 
BHYHbIM BTOPHYHbIM. 


NOJOCTH 
OObIKHOBCHHO, 6e3 
BOUHOrO PHCKa, 3a 
KJIOUCHHEM Cepbe3HOM OOcTpyK- 
KO CYyleCTByeT MOKa3aHHe Ha 
HYIO pe3eKUMIO KHLUIKH. 

mpoctoro Tuduuta, 
He OCTPLIM 
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Relation of Gastric Acidity to Recurrent Ulcers 
After Partial Gastrectomy > 


ASHER WINKELSTEIN, M.D. 
NEW YORK, N. Y. 


r NHE cause of peptic uleer is un- 
known. The most widely held 
theory today is that it is a psy- 

chosomatic disease. While this idea 

that peptic ulcer is due primarily to a 

neurosis may be correct, the mechanism 

for its actual production is probably the 
action of free hydrochloric acid plus 
pepsin on a susceptible mucosa, 
During the past twenty-five years, 
the gastroenterologic group at the 

Mount Sinai Hospital has studied this 

so-called ‘‘acid’’ factor.’ In this rather 

long period we have carefully utilized 

the following tests and criteria: (1) 

three hour fractional test meals, (2) 

nocturnal secretion curves, (3) psychic 

(nervous) phase of gastric secretion 

(orange test meal, insulin), (4) chemi- 

eal phase (bouillon through the tube 

or/and histamine). Many patients have 
had such tests repeatedly before and 
after partial gastrectomy over a period 

of years (even ten to fifteen years). I 

am presenting here a brief summary of 

our studies in this field. 


PREOPERATIVE STUDIES 


Our preoperative studies of patients 
with peptic ulcer have revealed the fol- 
lowing facts: (1) Kighty per cent of 
patients with duodenal ulcer have a 
clinical hyperchlorhydria and _ hyper- 
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secretion after test meals and during 
the night; (2) most of the patients with 
gastric ulcer at the angle have a low 
or normal gastric acidity (there may be 
a nocturnal increase) ; (3) as evidenced 
by the orange and possibly the insulin 
test, the nervous, or vagal, phase of 
gastric secretion is high in the presence 
of duodenal ulcer; (4) the nervous phase 
is low or normal with gastric ulcer 
(‘‘angle’’ or ‘‘corporic’”’ ulcer) ; (5) the 
chemical phase is normal with duodenal 
uleer and low with gastric uleer; (6) 
atropine in large doses diminishes the 
free acidity somewhat in patients with 
peptic ulcer, but does not inhibit it com- 
pletely in the intact stomach. 


THE RELATION OF THE GASTRIC ACIDITY TO 
THE SURGICAL THERAPY 


The chief aims of the surgical therapy 
of peptic ulcer are the following: (1) to 
remove the ulcer, (2) to obtain an opti- 
mum motility and (3) to induce a harm- 
less achlorhydria. The last goal, viz. 
the induction of an achlorhydria, is the 
sine qua non of the surgical therapy of 
peptic ulcer, since this is the ideal state 
for the prevention of the postoperative, 
recurrent ulcer. Our experience in the 
past twenty-five years has convinced us 
(1) that healing of peptic ulcer is most 
rapid and complete when a chronic, 
harmless achlorhydria is _ instituted 
(best accomplished medically by the 
milk—sodium bicarbonate or aluminum 
gel drip therapy) * and (2) that the best 
guarantee against a recurrent ulcer 
after partial gastrectomy is an achlor- 


VOL. 


N 


Vail 
6 


hydria (whether a true or a neutraliza- 
tion one does not seem to matter). 
Such a postoperative achlorhydria will 
not prevent gastritis, erosions, and cer- 
tain nervous and intestinal postopera- 
tive clinical syndromes, but in our 
experience a true uleus jejuni pepticum 
does not occur in the presence of a 
chronic postoperative achlorhydria. 

The achlorhydria occurring after the 
Polya-Hoffmeister type of partial gas- 
trectomy is due to the following factors: 
(1) removal of most of the chemical 
(hormonal) phase of gastric secretion 
by antrumectomy (including the pylo- 
rus), (2) rapid emptying (hence less 
stimulation), (3) maximum neutraliza- 
tion (by jejunal regurgitation) and 
(4) a postoperative gastritis (from 
mechanical trauma and the irritating 
reflux) which tends to lessen the secre- 
tion. This postoperative achlorhydria 
has not led to any serious anemia in 
our cases (Rosenthal). 

POSTOPERATIVE STUDIES IN GASTRIC 
ACIDITY 

Using the various tests already men- 
tioned, we have found that the follow- 
ing conditions prevail after partial 
gastrectomy : 

1. Practically 100 per cent of the pa- 
tients with gastric ulcer (at the angle) 
have an achlorhydria. 

2. Recurrent ulcer has not been seen 
in this group. 

3. The achlorhydria is a true one 
(neutral red is not exereted nor is acid 
after histamine) and is presumably due 
to a gastritis. 

4. Fifty-five per cent of the patients 
with duodenal (or ‘‘juxtapyloric’’) 
uleer exhibit an achlorhydria, and 45 
per cent have persistent free hydro- 
chloric acid. 

5. Again, the recurrent ulcer is not 
seen in the group with achlorhydria. 
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6. However, recurrent jejunal ulcer 
is seen in a fair number of cases in the 
group with retained postoperative free 
acidity. The number of recurrences is 
still only one-third as many as after 
gastroenterostomy. 

This striking and impressive fact, 
that the recurrent ulcer is seen only in 
the group with retained free acidity 
after the operation, leads obviously to 
a most important question. What is the 
explanation for the postoperative per- 
sistence of free hydrochloric acid in 45 
per cent of patients with duodenal 
uleer? We set ourselves to study this 
problem intensively in the hope of find- 
ing a therapeutic lead. 


PERSISTENCE OF FREE HYDROCHLORIC 
ACID AFTER PARTIAL GASTRECTOMY 
FOR DUODENAL ULCER 

Our studies on this phase of the prob- 
lem revealed the following information: 

This postoperative free acidity is due 
to vagus nerve influences. We were 
convinced of this because (1) it is com- 
pletely abolished by atropine, (2) it is 
easily stimulated by sham feeding, (3) 
as already pointed out, the preoperative 
hypersecretion is also due to an exces- 
sive nervous phase of secretion, and 
(4) the chemical phase has been almost 
completely removed by the operative 
procedure (antrumectomy). 


THE 


VAGOTOMY PLUS PARTIAL GASTRECTOMY IN 
RELATION FREE ACIDITY 

Since persistence of the free acid in 
45 per cent of patients with duodenal 
uleer after partial gastrectomy is ap- 
parently due to the vagus nerve, the 
idea of vagotomy arose logically (A. A. 
Berg, KE. Klein, A. Winkelstein).* 7 
Subphrenic anterior vagotomy was de- 
cided on rather than complete vagot- 
omy, since it was feared that the com- 
plete vagotomy might lead to (1) a 
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severe postoperative atony, (2) dys- 
function in other intra-abdominal or- 
gans or (3) fatalities similar to those 
encountered after total vagotomy in 
dogs (KH. Klein). The actual surgical 
procedure of partial vagotomy is indeed 
a simple one and adds but a few minutes 
to the operative time. The lesser curva- 
ture is pulled taut, and three to five 
palpable and visible vagus nerve fila- 
ments are cut at the cardia with a long 
scalpel. A few years ago, Dr. A. A. 
Berg and I presented a series of 34 
cases in which Dr. Berg had carried out 
this procedure. Since we had noted 
that our recurrences after partial gas- 
trectomy were in the group of duodenal 
ulcers with a very high preoperative 
acidity, patients with a very high pre- 
operative acidity were selected for the 
procedure. We found that the addition 
of the subphrenic vagotomy to the par- 
tial gastrectomy led to a postoperative 
achlorhydria in 26 cases (76 per cent), 
that the procedure was harmless and 
that a five and ten year follow-up 
showed neither a return of the acid nor 
a recurrent uleer. We therefore advo- 
eated this simple logical procedure as 
a valuable addition to the surgical 
treatment for ulcer. Perhaps, we ar- 
gued, we might obtain the ideal state 
of a postoperative achlorhydria without 
recurrences in almost all patients with 
ulcer subjected to partial gastrectomy. 
We earnestly hope that this procedure 
will soon be tried out in other surgical 
clinics. 

Our explanation for the achlorhydria 
in most of these cases and the greatly 
reduced acidity in the others is as fol- 
lows: A combination of the somewhat 
reduced vagal secretion plus antrum- 
ectomy, plus jejunal regurgitation, plus 
postoperative gastritis leads to the 
achlorhydria and diminished secretion. 

There is a group of patients with 
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ulcer who despite partial gastrectomy 
and even repeated resections continue 
to have recurrent jejunal ulceration. 
Their lesions have been called the ‘‘sur- 
gically incurable peptic ulcers.’’? In 3 
such patients a second partial gas- 
trectomy has proved curative when the 
vagotomy was added. 

I have even suggested that some pa- 
tients who have milder uncomplicated 
duodenal ulcers which are refractory to 
medical therapy and who have a nervous 
hypersecretion be treated by subphrenic 
vagotomy combined with a_ gastro- 
enterostomy.® Five patients have un- 
dergone this procedure and_ have 
done well, but a larger series is of 
course desirable before conclusions are 
permissible. 


CONCLUSIONS 


The ‘‘acid’’ factor is of central im- 
portance in the problem of therapy for 
ulcer. Duodenal ulcer is associated with 
high preoperative acidity, whereas gas- 
tric uleer is not. The nervous phase of 
gastric secretion is high in the presence 
of duodenal ulcer. 

The chief object of surgical therapy 
is the prevention of postoperative re- 
currences. Postoperative achlorhydria 
guarantees against recurrent ulcer. 
Partial gastrectomy for gastric ulcer 
at the incisura angularis leads to 
achlorhydria without postoperative re- 
currences. Partial gastrectomy for duo- 
denal ulcer leads to achlorhydria and 
cure in 55 per cent of cases. 

Free acid persists postoperatively in 
45 per cent of patients with duodenal 
ulcer. In this group recurrent ulcer is 
not uncommon. Since the cause of this 
persistent free hydrochloric acid is the 
vagus nerve, subphrenic anterior va- 
gotomy plus partial gastrectomy is 
advocated. It has been carried out suc- 
cessfully in a fair series of cases. It is 
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advised as a simple routine procedure 
in partial gastrectomies for duodenal 
ulcers with a high preoperative free 
gastric acidity. 
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CONCLUSIONES 


El factor ‘‘acido’’ es de capital im- 
portancia en el problema de la tera- 
péutica antiulcerosa. La tlcera duo- 
denal va asociada a una alta acidez 
postoperatoria, en tanto que la tlcera 
gastrica esta libre de la dicha asoci- 
acion. La fase nerviosa de la secrecion 
gastrica aleanza un alto nivel en pre- 
sencia de tileera duodenal. 

El objeto principal de la terapéutica 
quirirgica estriba en prevenir las 
recidivas postoperatorias. Hau que 
tener en cuenta que la existencia «le 
aclorhidria después de la operacion 
garantiza contra la recurrencia de la 
lesion ulcerosa. La gastrectomia par- 
cial a la altura de la cisura angular 
conduce a la provocacién de aclorhidria 
sin recurrencias postoperatorias en los 
casos de Ulcera gastrica. Cuando se 
trata de ulceras duodenales la reseccién 
parcial provoca aclorhidria y cura en el 
55 por ciento de los casos. 

En el 45 por ciento de los pacientes 
con tlcera duodenal persiste después de 
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la operacion el acido clorhidrico libre y 
en estos casos no es infrecuente la 
recurrencia de la lesién ulcerosa. 'Teni- 
endo en cuenta que la causa de la per- 
sistencia de este acido clorhidrico libre 
reside en el nervio vago, se ha recomen- 
dado la vagotonia subfrénica anterior 
ademas de la _ gastrectomia parcial. 
Este método se ha llevado a cabo con 
éxito en una series bastante numerosa 
de casos. El procedimiento se aconseja 
como un método de rutina en la gas- 
trectomia parcial en las tileeras duode- 
nales con una alta cifra de acidez libre 
después de la intervencién quirtrgica. 


RESUME 


Dans le traitement de 1l’ulcére pep- 
tique le facteur ‘‘acide’’ est d’une 
importance primordiale. L’ulcére duo- 
dénal est accompagné d’une_ haute 
acidité préopérative. Cela n’est pas le 
cas dans ]’ulcére gastrique. La phase 
nerveuse de la sécrétion gastrique est 
haute en présence de l’uleére duodénal. 
Le but important dans la_ thérapie 
chirurgicale est d’éliminer les récidives 
postopératives. L’achlorhydrie post- 
opérative garantit contre les récidives. 
Une gastrectomie partielle 4 1|’incisura 
angularis nous protege contre toute 
récidive. La gastrectomie partielle pour 
ulcére duodénal procure |’achlorhydrie 
et est suivie de guérison dans 55 pour 
cent des cas. L/’acide libre persiste 
aprés l’opération dans 45 pour cent des 
malades affligés d’uleére duodénal. La 
persistance de cette hyperacidité est due 
au nerf pneumogastrique. L’auteur pré- 
conise la vagotomie antérieure sous- 
phrénique. L’opération a donne des 
resultats satisfaisants dans une série 
de cas. L’opération est indiquée dans 
les cas d’ulcére duodénal présentant une 
haute acidité préopérative. On l’asso- 
ciera 4 une gastrectomie partielle. 
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SAKJIIFOUEHHA 


(bakTOp 3aHHMaeT LeHT- 
MeCTO B TipoOsemMe A3BBI. 
A3Be MpeonepaTHBHaA 
KHCJIOTHOCTb, B 
JYLOU-A3Be, OY€Hb BbICOKa. 
BbIWeHa A3Be. 

culeOnepaTHBHad rapaH- 
THIO IIPOTHB peleAHBHOM A3BbI. xe- 
A3Be YAaCTHUHAA FaCTpeKTOMHA y 
incisura angularis BeweT K 6e3 
nocweonepaTHBHbIX peweqHBoB. 
racTpeKTOMHA TIpH A3Be 
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eT Te pe3ybTATbI, HO TOJbKO B 55%. 
B Toro, CBOOOZHaA KHCJOT- 
HOCTb B 45% OOMbHbIX, C 
AYOeHabHOH A3BOH, TO A3BbI 
O4eHb UACTHI B YTOM rpynme. Tak Kak IIpo- 
ITOH CBOOOZHOK 
COMAHOH 
HOCTbIO HEpBa, TO PeKOMeH- 
ayeTca MepesqHAA 
BarOTOMHA YaCTHUHAA TAaCTPOTOMHA. 
HO OOJbUIOM KOJMUeCTBE H OHA 
Kak PyTHHHaH Mepa IIpH 
YaCTHYHbIX FAaCTPCKTOMHAX AIA LYOMeHab- 
HbIX C BbICOKOM MpeonepaTHBHOH CBO- 
OONHOH 


Surgery of the Common Bile Duct 


MOSES BEHREND, M.D., F.A.CS., F.1.C.S.* 
PHILADELPHIA, PENNSYLVANIA 


r | NILE main indications for surgi- 
cal operations on the common 
bile duct may be grouped into 

two categories: (1) intrinsic and ex- 

trinsic diseases causing obstruction; 

(2) injuries to the common duct in the 

course of the operation of cholecyst- 

ectomy. The former causes are not 
preventable, while the latter are. The 
affections of the common duct com- 
monly met with are stones, tumors of 
the common duct, usually malignant, 
and malignant and benign diseases of 
the pancreas and papilla of Vater which 
encroach upon the common duct, caus- 
ing obstruction. Stones in the common 
duct may be due to their passage 
through the cystic duct. They may also 
originate in the biliary radicles of the 
liver and in the common duct itself. It 
is a well known fact that 20 per cent 
of the patients who are operated on for 
cholelithiasis have stones in the common 
duct. Some surgeons give a higher per- 
centage. A malignant tumor at the 
papilla of Vater may be a small solitary 
growth or a cauliflower mass in the 
common duct. This can be illustrated 
by a patient, J. S., aged 43. The history 
states that she had had jaundice for 
one year prior to admission to the hos- 
pital. During this interval the intensity 
of the jaundice would vary. This was 
explained at the time of operation by 
the presence of a cauliflower mass at 


Read at a joint meeting of the Tennessee Guild 
of the International College of Surgeons and the 
Knox County Medical Society at Knoxville, Tenn., 
June 8, 1945. 

* Services of the Jewish Hospital and Mount Sinai 
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the papilla of Vater. It acted like a ball 
valve stone. The technic and results of 
operation will be reported in full in 
another paper. When a hard solitary 
growth occurs at the papilla of Vater, 
jaundice is more intense. It is prac- 
tically impossible to differentiate be- 
tween a tumor of the pancreas and one 
of the papilla of Vater. 

Obstruction of the common duct from 
a lesion in the pancreas may be twofold. 
Chronic pancreatitis, for instance, may 
give rise to obstructive symptoms com- 
parable to those of obstruction due to 
cancer of the pancreas. The paramount 
sign of complete obstruction of the com- 
mon duct is jaundice. The gradations 
of the intensity of jaundice depend on 
the character of the obstruction. Inter- 
mittent jaundice may be due to what 
is known as a ball valve stone or even 
a tumor of the cauliflower variety at 
the papilla of Vater. Chronie pancre- 
atitis may give rise to exacerbations of 
jaundice, while cancer of the pancreas 
causes a permanent jaundice until, re- 
lieved by means of operation. It has 
been my experience that a golden yellow 
jaundice is always fatal. This type of 
discoloration may be due to acute yellow 
atrophy of the liver or to an obstructive 
lesion, usually malignant, of the bile 
passageways. This type of jaundice 
occurred in a woman, T. H., aged 62. 
The history states that she had not been 
well since June 1944 but that jaundice 
did not appear until about three weeks 
before her admission to the Jewish Hos- 
pital, which was on March 20, 1945. She 
complained of pain in the right hypo- 
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chondriace region with referred pain to 
the right shoulder. The jaundice was of 
an intense golden yellow color. I gave 
a guarded prognosis and stated that 
operation would not be helpful in this 
particular case on account of the char- 
acter of the color of the jaundice. She 
died about a week after I saw her in 
consultation. The autopsy revealed 
carcinoma of the hepatic bile ducts. 


ACCIDENTS TO THE COMMON DUCT 


Destruction or bisection of the com- 
mon duct occurs at the time the opera- 
tion of cholecysectomy is performed. 
Judging from the dearth of cases re- 
ported, few find their description in 
medical literature. It must be admitted, 
however, that every surgeon of large 
experience has met with this accident. 
It is also pertinent that with the knowl- 
edge of the normal anatomy and of the 
anomalies in this area, fewer accidents 
of this sort will occur. The anomaly in 
_ which the common and eystie ducts lie 
parallel to one another is probably the 
one in which the common duct may be 
injured. Again, when the cystic duct is 
short and close to the common duct, the 
latter may be injured. Another type 
of danger to the common duct may be 
due to the fact that the cystic duct is 
inserted too close to the hepatic duct 
or the duodenum. These are only a few 
of the anomalies. There are other ways 
in which the common duct may be in- 
jured. One of the most common is 
grasping the common duct in the pres- 
ence of a bloody field of operation. This 
may be due to a slipping of the ligature 
around the cystic artery or inefficient 
clamping of the blood vessel. 

After being conversant with the anat- 
omy around the foramen of Winslow 
it is necessary to know the steps of the 
‘‘open’’ operation of cholecystectomy. 
As has been shown in previous com- 
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munications on this subject, the first 
consideration in the operation is to 
obtain an absolutely clear field of the 
structures to be operated on. This can 
be accomplished by means of the proper 
application of the large sponge or pads 
held by deep retractors of the Deaver 
model. After the field has been ob- 
tained, the free edge of the gastro- 
hepatic omentum are incised and teased 
apart with blunt-pointed curved scis- 
sors. The hepatic, cystic and common 
ducts are immediately brought to the 
forefront. The cystic duct is clamped 
in two places and cut in between. The 
gallbladder is teased forward with a 
piece of gauze wrapped around the in- 
dex finger when the cystic artery can 
be seen. This is clamped and divided. 
The gallbladder is gradually removed 
after the peritoneum has been cut adja- 
cent to the gallbladder and liver. A 
suture is then placed where the gall- 
bladder originally was removed. Drain- 
age is not done if the field is perfectly 
dry. With the operation of cholecyst- 
ectomy performed in this manner, the 
injuries to the common duct should be 
reduced to a minimum. 


OPERATIONS FOR RELIEF OF OBSTRUCTION OF 
THE COMMON DUCT DUE TO DISEASE 


In the presence of jaundice it is often 
impossible to give the exact location of 
the obstruction of the common duct until 
the patient is operated on. Usually the 
obstruction is due to stones in the com- 
mon duct or to a growth at the ampulla 
of Vater or at the head of the pancreas. 
The operation for the relief of obstruc- 
tion of the common duct due to stones 
is simple if the field of operation is 
visualized as has been described. Under 
the technic of cholecystectomy, before 
the common duct is opened it must be 
tested for the presence of bile by means 
of asyringe. Many errors have occurred 
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as a result of surgeons not taking this 
precaution, because inadvertently the 
portal vein has been incised. This is a 
serious complication, which usually ends 
in death of the patient. After we have 
been convinced that we are dealing 
with the common duct, it is incised and 
the stones are removed. ‘The common 
duct is then irrigated with salt solu- 
tion, and any mud or small particles of 
stone may be washed out in this manner. 
A lead probe is used to determine 
whether the ampulla of Vater is patu- 
lous. A T tube is inserted and allowed to 
remain until after a cholangiography 
has determined the patulousness of the 
common duct and the duodenum. The 
T tube may be removed the following 
day. After its removal bile may stop 
flowing immediately or there may be 
some exacerbation of bile for a day or 
two only. In those eases in which a 
stone has been left at the ampulla of 
Vater, it may be necessary to perform 
a duodenotomy and remove the stone 
in a retrograde fashion. In 2 cases a 
cholangiography showed that stones 
were left at the ampulla of Vater. With 
the T tube still in position, irrigations 
of ether and olive oil were used every 
day for about a month with success. 
No additional operation has been re- 
quired on either patient since the initial 
operation in 1942. 


THE WHIPPLE OPERATION AND ITS 
MODIFICATIONS 


A great change in the technic has 
taken place since Whipple and his co- 
workers in 1935 announced their radical 
operation for cancer at the papilla of 
Vater and the head of the pancreas. 
Formerly the various anastomoses of 
the gallbladder and common duct to the 
hollow viscera were the popular opera- 
tions performed. These operations only 
relieved the jaundice, and did not re- 
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move the offending lesion. The Whipple 
operation has been modified by Hunt, 
Orr, Horsley, Brunschwig, myself and 
others. The operation as performed by 
Whipple is fundamentally the same as 
that advocated by other surgeons with 
the exception of a few minor changes 
in technic. Whipple, Brunschwig and 
Orr are advocates of the operation be- 
ing performed in two stages.* Hunt, 
Trimble and I perform the one stage 
operation. The essential part of the 
operation consists of removal of the 
growth with the first and second por- 
tions of the duodenum and a posterior 
gastrojejunostomy in all cases. The dif- 
ferences in operations occur according 
to whether the anastomosis of the gall- 
bladder or common duct should be made 
to the stomach or jejunum. The com- 
mon duct may be anastomosed to the 
stomach or the jejunum with elimination 
of the gallbladder as an anastomosing 
structure. I prefer the use of the com- 
mon duct in the anastomosis to the hol- 
low viscera, because the flow of bile is 
direct instead of going through a cir- 
cuitous route through the cystic duct. 
The danger of using the gallbladder 
with the ligation of the common duct 
is that often the ligature around the 
common duct is loosened, as a result of 
which free bile flows into the peritoneal 
cavity and death of the patient follows. 
The technic for the anastomosis of the 
common duct to the hollow viscera is 
simple. The common duct is always 
dilated in these obstructive cases, which 
simplifies the technie of end to side 
anastomosis without the use of a rubber 
tube. An anastomosis without the inter- 
vention of a foreign body is always an 
ideal one to perform. There are in- 


*In a recent article (Ann. Surg. 121:847 [June] 
1945) Whipple has stated that he now performs the 
operation in one stage. 
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stances, however, in which this technic 
cannot be carried out. 


CONCLUSIONS 


The indications for surgical opera- 
tions on the bile duct are as follows: 
(1) intrinsic and extrinsic diseases 
‘causing obstruction; (2) injuries to the 
common duct in the course of the opera- 
tion of cholecystectomy. 

Some stress is laid on the intensity 
of jaundice in relation to the prognosis. 

The occurrence of accidents to the 
common duct can be minimized with a 
thorough knowledge of the anatomy 
around the foramen of Winslow. The 
open operation will also help to prevent 
such accidents. 

The operations for obstruction of the 
common duct due to intrinsic and to 
extrinsic diseases are briefly reviewed. 


RESUMEN 


Las indicaciones para la intervencién 
quirtrgica del conducto biliar son las 
siguientes: (1) afecciones intrinsecas o 
extrinsecas que produzcan obstrucci6n; 
(2) lesiones sobre el colédoco provo- 
cadas en el curso de una operacién de 
colecistectomia. 
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Se hace realzar la importancia de la 
intensidad de la ictericia en relacién 
con el prondstico. 

La frecuencia de accidentes sobre el 
colédoco puede disminuirse mediante un 
perfecto conocimiento de la anatomia 
de la veecindad del orificio de Winslow. 
La operacion de tipo ‘‘abierto’’ previene 
asimismo la ocurrencia de accidentes. 

El autor sumariza de modo breve 
las operaciones por obstruccién del 
colédoco debida a afeecciones intrinsecas 
o extrinsecas. 


Iloka3aHHAMH Ha XHpyprHuio 
NY3bIPA ABIAIOTCH: 1. BHYTPeCHHHe Hapyx- 
Hble 
2. OOULero MpoToKa one- 
Ny3bipsA. 

CH, KaK BaxKHbIM MpOrHOCTHueCKHH 3HaK. 
Yactota OOulero MpoToKa 
MOXKEeT ObIThb OYCHb MOHHKCHA 
HbIM 3HaHHe€M aHaTOMHH BOKpyr foramen 
KPbITHeM ONepaTHBHOrO 

ABTOp KpaTKOe OG6O3peHHe Onepa- 
uni OOcTpyKuMH MpoToKa, 
BHYTPeCHHHMH Hapy?KHbIMH 
6o071e3HAMH. 


NEW BOOKS 


J. F. Brailsford’s book on The Radiology of Bones and Joints! is not a novelty in the 
market of medical literature. In fact, during the past ten years it has become one of the 
most popular reference works among roentgenologists and bone surgeons. The contents of 
the first edition, published in 1934, exceeded the compass implied by its title, owing to the 
careful consideration of clinical and pathologie aspects of the diseases of bones and joints. In 
this third edition the author has rounded the presentation of normal, developmental and patho- 
logic conditions of the skeleton by thoroughly pursuing and surveying many of his cases 
throughout the years. 

The difficult classifying of the vast material has been successfully handled by a divi- 
sion of the book into two parts: The first twenty-one chapters, constituting about three 
quarters of the volume, deal systematically with the separate sections of the skeleton. In the 
second part the generalized abnormalities and diseases of the bones and joints are discussed. 
Unavoidable repetitions have been reduced to a minimum. It is one of the great merits of the 
book that it offers to the physician an opportunity to avail himself readily of summary 
information on any subject in the field of radiology of bones and joints. This has been achieved 
by a very complete index which the author has personally arranged with painstaking care. 
References to more detailed studies of any special problem are found in the text and in the 
judiciously selected bibliography, which considers the literature up to the year of 1943. 

The steadily growing popularity of the book induces the prediction that this third edi- 
tion will be succeeded by a fourth one in the not too distant future. Then, with the removal 
of technical difficulties imposed on the publisher by war conditions, we hope to see the volume 
again in the peacetime format which its valuaable contents deserves. 


Rufus A. Lyman’s American Pharmacy ” is the result of a collective endeavor by a group 
of authorities in the field of pharmacy and related sciences to advance pharmaceutie educa- 
tion and practice. It does justice to that endeavor, and gives the student and the practitioner 
of pharmacy a tool by which he may be helped to advance his knowledge and improve his 
practice. 

This book is unique in pharmaceutic literature, for it is a sequence of scientific studies, 
each written by a specialist on the subject and each written in accordance with the ultimate 
purpose of the book as a whole, which is edited by an authority in pharmaceutice education. 
Thus each chapter possesses the quality of specialization, and the book as a whole presents an 
admirable unity of purpose. 

The book is conveniently divided into three parts. Part I, composed of ten chapters, 
presents a comprehensive study of the fundamental principles and processes in producing, 
evaluating and preserving medicinals. The reader will find therein a clear and complete expo- 
sition of the laws of physics, chemistry and mathematics as they pertain to pharmacy, and 
their application to it. The style is effortless and clear, and each subject is thoroughly 
treated yet presented in such a way as to make it readily available for occasional reference. In 
its entirety it gives the reader a scientific‘approach to practical problems in pharmacy. 

Part II covers the field of pharmaceutie preparations. It is divided into seventeen chap- 
ters. Emphasis is placed on the processes of manufacturing and on the medicinal properties 
of each product. It is presented in the form of monographs, each lucid in its brevity, thorough- 
ness and style. 

Part III is composed of three chapters, dealing with medicinals of biologie origin. This is 
the smallest part of the book and the most limited in its purpose. The authors have very prop- 
1The Radiology of Bones and Joints. James F. Brailsford. Third Edition, with 404 illus- 


trations. J. & A. Churchill, Ltd., London, 1944. ; 
2 American Pharmacy. Rufus A. Lyman, M.D. 197 Illustrations. Price $8.00. J. B. 


Lippincott, Philadelphia, 1945. 
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erly not attempted to present this phase of pharmacy as a fully defined science. It has been 
limited by necessity, but this part does give the reader a clear and comprehensive understand- 
ing of medicinals of biologie origin and a background for the understanding of the continuous 
advancements being made in this science. 

The illustrations and format of the book deserve special complimentary mention. ~ It is 
a book for everyone interested in pharmacy as a science or as a practice. 


Men Under Stress, by Grinker and Spiegel,* is an outstanding book—an instructive, 
inspiring and, above all, an honest book. It should be read by every physician and every man 
and woman interested in the psychologic and psychiatric problems presented by soldiers in 
combat and shown by all human beings living under stress, either in war or in peace. The 
failures of adaptation described by the authors on the basis of several thousand cases observed 
in active overseas theaters of operations and in hospitals for rehabilitation of returnees mirror 
Iveryman’s neurotic compromises with reality. Therefore, the authors do not agree with Gold- 
stein and others who consider ‘‘combat fatigue’’ not as a neurosis but as a temporary uneconomi- 
cal reaction to catastrophic situations. They feel that the war neuroses show basically the 
same characteristics as do other psychoneuroses. The patients show the well known phenomena 
of regression, repression, isolation and dissociation, and the typical mechanisms of projection, 
introjection and displacement, leading to inhibition, overcompensation and sublimation. Pas- 
sive dependent trends, anxiety and depressive States, guilt feelings and hostile reactions were 
seen, as well as psychotie-like states and psychosomatic disorders. Although practically every- 
body has his breaking point, a neurotie predisposition and conflicts of the past promote the 
production of a neurotie reaction under strain. Histories of broken homes, social insecurity, 
parental alcoholism and divorce are distressingly frequent among the patients. With regard 
to morale and motivation for combat, the common American soldier is put in a pecularly disad- 
vantageous position compared with his enemies and most of his Allies because of the absence 
of military tradition and the lack of a strong political and national conviction concerning the 
necessity of going to war, the usual attitude being only one of passive acceptance of his coun- 
try’s part in the world conflict. Moreover, certain features in the American culture seem caleu- 
lated to delay the process of maturation and independence in boys. An increasing feminine 
dominance in family life and education, overprotection and spoiling, as well as deprivation and 
frustration, prevent maturity. The positive morale-building factors lie mainly in the soldier’s 
loyalty to his combat group, in his emotional ties to his comrades and leaders, and in his sport- 
ing spirit. 

There is good reason to fear that many returning soldiers whose conflicts have never been 
successfully resolved, who remain angry or depressed, frustrated and helpless, may be attracted 
by some strong group, like one sponsoring a fascist movement, which exploits his loneliness and 
longing for comradeship and leadership, and which knows how to flatter him and to turn his 
resentment and aggression coming from personal frustration or guilt feeling toward a sup- 
posed enemy or a minority group. To counteract this, more than individual psychiatric treat- 
ment is necessary: a comprehensive plan of the community for medical economic and social care, 
and a social therapy based on an understanding of dynamic social psychology, which intelli- 
gently and vigorously tries to gratify needed dependency, to furnish satisfying outlets, to 
direct aggression into constructive channels and to restore self confidence and faith. 


The second edition, thoroughly revised, of Hardy’s Synopsis of the Diagnosis of the 
Surgical Diseases of the Abdomen‘ is a handy little volume, replete with useful material, 


3 Men Under Stress. Roy R. Grinker and John P. Spiegel. Pp. 484. The Blakiston Com- 


pany, Philadelphia, Pa., 1945. 

4 Synopsis of the Diagnosis of the Surgical Diseases of the Abdomen. John A. Hardy, 
B.Se., M.D., F.A.C.S. Second edition. 528 pp., with 100 illustrations. The C. V. Mosby Com- 
pany, St. Louis, 1945. Price $5.00. 
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designed for the general practitioner as well as for the surgeon. It is a refresher medium which 
will serve its purpose well. 

It has been so compiled as to arrange concisely every proved means of diagnosis of the 
surgical diseases of the abdomen, with special emphasis on the recognition and diagnostic 
application of signs and symptoms of disease that may be seen or felt or heard, rather than 
on laboratory diagnosis alone. 

While reading Dr. Hardy’s book, this reviewer bore in mind the saying of Dr. Nicholas 
Senn that ‘‘No one can be a good surgeon who is not first of all a good physician,’’ and he 
highly recommends this compact synopsis to all those practicing medicine, in any of its branches. 
It is not an exhaustive work on the subject, but it contains the essentials. 


When a surgeon writes a book on medicine for the laity, especially for the feminine 
laity, one is interested but perhaps a little skeptical of its value and effect. In A Doctor’s 
Advice to Women, Richard A. Leonardo® has managed a difficult task in a clear, simple 
manner which attains its objective. 

An amazing range of topics is covered, including the care of the skin and hair, the general 
composition of lipsticks, the proper diet, and also the physiologic functions of the bodies of 
women and the cardinal signs of dangers to health which should send them quickly to their 
physicians. The book contains nothing to alarm a sensitive person and gives a great deal of 
sound factual information. The style is unforced and readable. A minor statement or two 
is made in a dogmatic way even though the known information about the subject might not 
warrant a categorical statement; however, in view of the nature of the book, it may have 
seemed best to the author to present all his advice as definitely as possible. Certainly there is 
nothing but commendation to be accorded the volume, for readability, good sense and value 
to women in all strata of life. It is perhaps a little too comprehensive to be given to adoles- 
cent girls, but it would be invaluable to the mothers of such girls. 


Those who are fortunate enough to know Mr. Arnold K. Henry would expect his latest 
book to be the work of an artist, of a profound observer and of a learned man. In Extensile 
Exposure, applied to Limb Surgery,® they will not be disappointed, for in this work are 
exemplified the three qualities of this splendid confrére. 

The raison d’étre for the book is well explained in the preface, which states that: ‘‘ Expo- 
sure that will vie effectively with the ‘great arsenal of chance’ must be a match for every shift, 
and therefore have a range extensile, like the tongue of the chameleon, to reach where it re- 
quires. This book, accordingly, seeks to enlarge the scope of certain set and parcelled methods 
of approach. .. . Bone carries our anatomy and forms its central fact, and bone wherever pos- 
sible is made the core of each exposure. Even the few confined to nerves and vessels bring in 
a glimpse of skeleton; and some of these (though well rehearsed in other books and easily acces- 
sible) are borrowed here again. .. .’’ 

Aside from its high scientific value, this book is also a masterpiece of literary style. It 
is delightful reading, pregnant with information pertinent to the subject under discussion. The 
author’s urbane, witty outlook is shown by the wise and amusing aphorisms with which he has 
preceded some of his chapters, and sprinkled his book. 

The illustrations are excellent and the index especially praiseworthy. The format of the 
book is exceptionally good. This is a worth while contribution to contemporary surgical literature. 


5 A Doctor’s Advice to Women. Richard A. Leonardo, M.D., F.1.C.S., Froben Press, 1945. 
6 Extensile Exposure Applied to Limb Surgery. Arnold K. Henry, M.B., Dubl.; M.Ch. 
(Hon.), Cairo; F.R.C.S.I. 180 pp., 127 figs. HE. & S. Livingstone, Ltd., Edinburgh, 1945. 
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The third revision of the sixth edition of a eclassie in its field, Stander’s Textbook of 
Obstetrics’ has been modernized, rewritten and reillustrated. It is a worth while book, 
designed for both the student and the practitioner of obstetrics. Every aspect of the sub- 
ject is covered, including not only the scientific and clinical data but the historical and theoreti- 
cal considerations as well. 

The general plan of the book has been changed, so that the subjects are presented in sec- 
tions and under subheadings, instead of in chapters. This is an aid to reference, as it will 
later be to revision. 

The illustrations are worthy of special notice and commendation. Many are in color, and 
all add materially to the instructive value of the book. As a whole the volume is most valu- 


able, and should be in the hands of every student and practitioner. 


The inereased utilization of Christopher’s Textbook of Surgery ® in civilian practice and, 
especially, by the military forces during the war has necessitated a fourth edition contain- 
ing several entirely new sections. 

The «continued popularity of this work is justified by this new edition. The two hun- 
dred authors are all specialists in their line, some more and a few less well known, but all 
extremely competent. It is to be regretted, however, that the editor, Dr. Christopher, did not 
contribute more to the work. 

The task of the contributors was made more difficult by the necessity of their compress- 
ing their articles to a length suitable to this one volume work; but, taken as a whole, an excel- 
lent piece of work has been done. To point out any particular part or to analyze any definite 
phase would be impossible in the scope of a review of this type. The treatments presented are 
those tested and accepted in present day surgery, and debatable methods are not included. 
A great deal of effort has been put into the opus, and the work is authoritative and highly 


recommended. 


Leo G. Rigler has written an exceptionally fine book on the Outline of Roentgen 
Diagnosis,” which now appears in its second edition. The work has been entirely revised 
and thoroughly overhauled ‘and the text rewritten. The rapid advances in methods and 
application of examination, the newer procedures, such as roentgenokymography, body section 
roentgenography and myelography for herniation of the intervertebral disk, have been incor- 
porated in this latest edition. The more uncommon diseases and more recently recognized 
syndromes (sarcoidosis, brucellosis, erythroblastic anemia), the value of fluoroscopy and 
the dangers incident to roentgen examination are ably discussed, with the needs of both 
teacher and student kept in mind. The arrangement particularly will appeal to all in- 
terested in roentgenologic technic, and the illustrations are a delight. With reference to 
the arrangement, let us take for an example the mastoids. The author speaks first of the 
development of animal anatomy and then of technical considerations, which are followed 
by pathologie statements. He concludes with an evaluation of roentgenologic diagnosis. One 
seldom encounters in a book of this type such excellent systematization, arrangement and 
freedom from padding. The appended pictorial atlas which follows a comprehensive index 
rounds out the work, which should be in every library and on the bookshelf of all practi- 


tioners and specialists. 


7 Textbook of Obstetrics. Third Revision, representing the Ninth Edition of Williams’ 
Obstetrics. Henricus J. Stander, M.D., F.A.C.S. 1287 pp., with 973 illustrations in 740 
figures. D. Appleton-Century Company, Inec., New York, 1945. Price $10.00. 

8A Textbook of Surgery, by American Authors. Fourth Edition, Revised and Reset. 
Edited by Frederick Christopher, B.S., M.D., F.A.C.S. 1574 pp., with 1483 illustrations in 
762 figures. W. B. Saunders Company, Philadelphia, 1945. 

® Outline of Roentgen Diagnosis. Leo G. Rigler. J. B. Lippincott Co., Philadelphia, 1943. 
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M. 8S. Dooley and Maynard E. Holmes have brought their convenient little Intern’s 
Handbook’? up to date in the third edition. Its purpose is to help the intern avoid dan- 
gerous mistakes ky supplying him with the vital information which will enable him to meet 
the emergencies commonly encountered. The work covers the intern’s relationships with the 
hospital, provides him with elementary knowledge of medical jurisprudence and furnishes 
him with an outline of directions for usual emergency laboratory tests. A section on medi- 
cine emphasizes the importance of an accurate history and physical examination. Recent 
information on diseases of allergy and endocrine disturbances is presented. The section 
on surgery includes explanation of procedures and the rudiments of inhalation anesthesia. 
Up-to-date information on chemotherapy and vitamins is a valuable addition to the section 
on therapy. New subjects treated are pulmonary emboli and blast injuries. A discussion 
of therapeutic uses of blood products has been added to the subject of blood grouping. Illus- 
trations make clearer the methods of resuscitation described. A useful feature is the inclu- 
sion of a laboratory library. The volume is well indexed and is recommended not only 
to interns but as a handy reference guide for the young physician. 


Those who read Portuguese will find food for thought in Prof. Paulo Coelho: Netto’s 
Perversao Sexual e Cancer.'! The author induces the correlation between sexual per- 
version and the incidence of cancer. The booklet is less than 50 pages but encompasses 
such informative chapters as those on the ‘‘scourge’’ of the 20th century, the march of 
cancer through the years, cancer and Epicurean pleasures, and cancer and sexual hormones. 
Dr. Netto mentions the various theories prevalent on the cause of cancer, pointing out that 
the incidence of this dread ‘‘scourge’’ has nearly doubled in the United States since 1900, 
has nearly tripled in England sinee 1880, and has increased in Brazil at an alarming rate. 
Following the First World War, men exhausted by war and afflicted with the attendant 
psychoses and psychoneuroses returned to the Epicurean philosophy of life. Such authors 
as Freud, Forel and Havelock Ellis were occupying themselves with sodomy, tribadism, 
homosexuality, nymphomania and exhibitionism. Paris, where certain unnatural sexual 
practices were particularly in vogue, had in 1924, according to the statistics of Joseph 
Thomas, the second highest incidence of cancer of any city in the world. Dr. Netto gives 
a résumé of the various studies made on cancer and sexual hormones. All in all, the volume 


makes good collateral reading. 


10 Tntern’s Handbook. M. S. Dooley and Maynard E. Holmes. J. B. Lippincott Co., 


Philadelphia, 1944. Price $3. 
11 Perversao Sexual e Cancer. Paulo Coelho Netto. Oficinas Graficas do “Jornal do 


Brasil,” Rio de Janeiro, 1944. 
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SURGEONS AND EVENTS 


SIR MORELL MACKENZIE 
1835-1892 


The name of Sir Morell Mackenzie 
is mentioned on only two pages of 
Garrison’s ‘‘History of Medicine,’’ and 
these pages merely refer briefly to his 
textbooks. His name is familiar to 
many surgeons, however, both because 
of these textbooks and because of his 
book ‘‘Frederick the Noble.’?* The 
latter is Mackenzie’s own account (for 
the lay public) of the tragic case of the 
Emperor Frederick IIT of Germany, 
who died of carcinoma of the larynx in 
spite of the attendance of Mackenzie 
and of some of the leading physicians 
of Germany. Of this case and of the 
book we shall speak later. Let us first 
consider Mackenzie the man and _ the 
physician.* 

Morell Mackenzie was descended from 
a prominent Scotch family. One of his 
uncles was Charles Mackenzie, better 
known as Henry Compton, the famous 
exponent of Shakespeare’s clowns. His 
father, Stephen Mackenzie, was a physi- 
cian and a man of taste, culture and 
literary enthusiasm. His mother, who 
shared many of her husband’s literary 
interests, was active and energetic, a 
good manager and a good talker. Her 
devout nature led her to be perhaps 
overly conscientious and zealous with 
regard both to her own principles and 
conduct and to those of others. 


*Much of the biographical information given here 
was gained from a book written by a friend of 
Mackenzie (Haweis, H. R.: Sir Morell Mackenzie: 
Physician and Operator, A memoir compiled and 
edited from private papers and personal reminis- 
cences. London, England, W. H. Allen & Co., 
Limited, 1893.). 
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As a child Morell gave his parents 
some anxiety concerning his physical 
and mental development. He had a 
tendency to hydrocephalus and to men- 
tal sluggishness, accompanied with an 
unusual emotional sensibility. His edu- 
cation was retarded for a few years 
because of illnesses. However, his 
health improved during adolescence, 
and he did well in school, especially in 
art work. 

When he was 14 his father’s death 
caused him to become suddenly aged 
and sobered, and he acquired a sense 
of family responsibility and a strength 
of purpose which began to turn the 
dreamy, rather slow lad into the force- 
ful adult who was to become Morell 
Mackenzie the successful physician. 

There was no thought of Morell’s 
studying medicine at first, and at the 
age of 16 he went to work in an insur- 
ance office. He then began to read medi- 
eal books, and later he attended evening 
classes at King’s College. Impressed 
by his enterprise, an aunt decided to 
finance his medical education, and. he 
left the insurance office and enrolled at 
the London Hospital College. 

It was during his years in the medical 
college that he first began to show a 
tendency to challenge things he thought 
unfair and to engage in controversies. 
Later this tendency was expressed in 
numerous articles in medical and lay 
periodicals and in criticisms of policies 
of the established medical organizations. 

After his graduation, again financed 
by his aunt, he went for postgraduate 
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study in Paris, Prague and Vienna. In 
Germany, in 1859, he met Professor 
Czermack and was introduced to the 
laryngoscope. This incident probably 
determined the course of his future 
career, which was dedicated to diseases 
of the throat. 

On his return to London, his first post 
was as assistant physician at his old 
hospital, the London Hospital. He soon 
became impatient with the slowness of 
the hospital routine and eager to set up 
an independent practice along the lines 
of his special interest. He said to his 
sister one day, ‘‘Ag, if I am ever to 
make anything of the throat I must see 
more patients. ... Come out with me, 
and I will tell you what I shall do.’’ 
What he did was to rent two rooms at 
No. 5 King Street, Regent Street, and to 
establish in them the Metropolitan Free 
Dispensary for Diseases of the Throat. 
This was the forerunner of the famous 
Hospital for Diseases of the Throat, in 
which Mackenzie pioneered as a spe- 
cialist in an era when specialization 
was frowned upon. The importance of 
this institution soon became recognized 
not only by patients but by physicians, 
and it was visited by general practi- 
tioners and_ specialists from many 
countries. 

During the next few years, in addi- 
tion to building up the hospital, Macken- 
zie developed a huge private practice, 
among all classes of people. His aver- 
age day was fourteen hours of steady 
professional toil: first, house calls; 
then, work in his own offices, seeing 
patients in rapid succession. His diag- 
nosis with the laryngoscope was said 
to be especially rapid and skillful. He 
had many critics, who accused him of 
charging exorbitant fees, of handling 
patients too rapidly, or of being im- 
patient or indifferent. Other persons, 
however, testified to the wonderful relief 
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he afforded them and to his generosity. 
It would be impossible to sift the evi- 
dence behind these varied opinions. 
Probably they represent the same sorts 
of reactions that come to any physician 
with a large private practice. At any 
rate, it is undeniable that his practice 
flourished and that he acquired a 
reputation for expert diagnosis and 
treatment. 

In 1887, at the age of 50, Mackenzie 
entered upon his most famous case, the 
aforementioned one of the HKmperor 
Frederick III, which shadowed the last 
six years of his life. The details of this 
case are too many and too complicated 
to be given here, and are easily avail-_ 
able elsewhere. * The essential situa- 
tion, however, was as follows: 

In May 1887 Sir Morell Mackenzie 
was summoned to Berlin in behalf of 
Crown Prince Frederick. He found 
several German physicians in attend- 
ance, who requested him to examine the 
royal patient’s throat with the laryngo- 
scope. This examination revealed a 
small growth on the posterior part of 
the left vocal cord. The fact that the 
mass partly disappeared on phonation 
indicated that it was partly subglottic. 
Some of the German physicians thought 
that the growth was malignant. Macken- 
zie, however, said that there was no 
actual evidence for a diagnosis of can- 
cer, and recommended that part of the 
neoplasm be removed for microscopic 
examination. At the request of the 
other physicians, he removed a speci- 
men with a forceps. This was submitted 
to Rudolf Virchow, who was unable to 
find evidence of malignancy. An opera- 
tion was therefore not undertaken at 
that time. The care of the patient was 
entrusted to Mackenzie. On later occa- 
sions Mackenzie again removed frag- 
ments of the growth endolaryngeally 
with forceps, and mocroscopic studies 
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again failed to reveal cancer. Virchow 
stated that the lesion was apparently 
what he termed ‘‘pachydermia verru- 
cosa.’? In June Mackenzie removed 
what was apparently the last of the 
growth. 

Later a swelling developed below the 
middle of the left vocal cord. Again 
some of the physicians diagnosed can- 
cer, and suggestions for treatment in- 
cluded total laryngectomy and a palia- 
tive tracheotomy. There was still no 
positive evidence of cancer, however. 
The prince refused to submit to laryng- 
ectomy, but in order to relieve dyspnea 
a tracheotomy was performed in Febru- 


_ary 1888, by one of the German physi- 


cians. Afterward Professor Waldeyer 
found bits of cancerous tissue in the 
sputum. By that time the disease had 
progressed too far to be dealt with 
effectively, and the patient (then 
Emperor Frederick IIT) died in June 
1888. 

This brief résumé of facts does not 
reflect the actual drama of the case. 
The course was one of hesitation, dis- 
agreement and criticism among the 
physicians and of tolerant cooperation 
by the patient, accompanied with some 
real suffering, partly due to various 
manipulations and ill advised treat- 
ments to which his throat was subjected. 

Colledge,* in his evaluation of the 
case, raised two questions: ‘‘Firstly 
why did Mackenzie fail to recognize the 
nature of the disease, and secondly why 
did he fail to obtain specimens of tissue 
from which a correct diagnosis could 
have been made by Virchow?’’? The 
answer to both these questions, in his 
opinion, was that the tumor was sub- 
glottic, and that Mackenzie evidently 
was not familiar with the subglottic 
type of laryngeal cancer. He did not 
mention it in his famous ‘‘Manual of 
Diseases of the Throat and Nose,’’ pub- 
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lished in 1880, although it had been 
recognized by Isambert in 1876. Some 
of the German physicians did make the 
correct diagnosis, but they too failed to 
realize the extent and location of the 
growth. Hence, even if some of their 
recommendations for treatment had 
been followed, the results might not 
have been all that they expected. Col- 
ledge pointed out, however, that ‘‘in 
spite of the ... delay and the onset of 
perichondritis, the patient might. still 
have been saved in November by total 
laryngectomy. ”’ 

Unfortunate as the history and out- 
come of the case were, some of the 
attendant and following circumstances 
made it even more regrettable. The 
antagonisms of the physicians concerned 
have already been mentioned. And 
these were not confined to their own 
consultations, or even to professional 
circles. The lay press as well as medical 
journals took up the discussion, and 
violent criticisms of Mackenzie were 
published in German newspapers. After 
the death of the emperor, instead of 
drawing together in regret for the 
tragedy and in efforts to see whether 
and how it might have been avoided, 
both the German physicians and Mack- 
enzie concentrated their efforts on de- 
fending their own positions. The 
German physicians published long re- 
ports presenting their point of view 
and denouncing Mackenzie’s actions. 
Mackenzie, in his turn, published 
‘‘Frederick the Noble,’’ a book frankly 
written for the lay public, in which he 
set forth in simple yet dramatic fashion 
his conception of the case, stage by 
stage, and his part in it. The presenta- 
tion of such a report to the public 
brought a vote of censure against 
Mackenzie from the Royal College of 
Surgeons. The College of Physicians 
summoned him to appear before it, but 
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he declined to do so and instead asked 
that his name be removed from the roll 
and his diploma returned to him. It 
was revealed after his death that the 
Queen and Lord Salisbury had insisted 
that he address his reply to his critics 
to the public instead of merely to the 
members of the medical profession. 
Mackenzie continued with his practice 
after his return from Germany to Lon- 
don, but his health, never robust, was 
failing, and he died a few years later, 
in 1892, at the age of 57. To what 
extent his early death may have been 
due to the strain of the case of the 
Emperor Frederick it is difficult to say. 
It is difficult to say also how differently 
his career might have ended and been 
remembered had it not been for this 
case. 
Whatever one wishes to think about 
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his publication of ‘‘Frederick the 
Noble’’ from the standpoint of profes- 
sional efficiency and professional ethics, 
one might pause to wonder what effect 
a book like this would have had on lay- 
men who read it. Would the question 
of who was to blame for each wrong 
step in diagnosis and treatment have 
seemed important to them? Would they 
have thought that the reputation of the 
physicians was more important than the 
seeking of truth for the benefit of future 
patients? If anyone is inspired by this 
report to read the book, perhaps he will 
think on these things. 
Max THorek. 
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Seccion en Espanol 


La Asamblea Internacional en Lima 


Un acontecimiento de primera mag- 
nitud cientifica sera la Quinta Asamblea 
Internacional del Colegio Internacional 
de Cirujanos que se celebrara en Lima, 
Pert, los dias 24, 25, 26 y 27 de marzo de 
1946. Kl prestigio de la sociedad or- 
ganizadora, la colaboracién de algunos 
eminentes cirujanos del mundo y el 
apoyo oficial que el Gobierno Peruano 
presta a la reunién internacional de 
Lima, 
garantizan el alto significado de la 
Asamblea. 

Conjuntamente con las reuniones del 
Colegio Internacional de Cirujanos se 
verificara en la Capital peruana la Pri- 
mera Conferencia de la Academia de 
Cirugia del Pert, hecho que habra de 
realzar la inportancia del Congreso 
como un medio de comunicacion e inter- 
cambio internacional. Constituye ello 
una oportunidad excepcional para todos 
aquellos interesados en el avance de la 
ciencia quirirgica en benefico de la 
enseflanza universal. 

Cabe a uno de nuestros Directores, 
el ilustre cirujano Dr. Francisco Graiia, 
el honor de presidir el Congreso. El 
Profesor Graia, cuyo prestigio interna- 
cional le ha hecho acreedor de la admi- 
racién del mundo cientifico, tiene en 
sus manos la organizacién directa de 
las labores de la Asamblea, y ello es 
tanto como decir que el exito mas 
rotundo sera el obligado colofén de los 
actos que se realicen. 

Kn las tareas de la Asamblea habran 
de tomar parte numerosos cirujanos de 
varias paises, que presentaran trabajos 
de suma importancia quirtirgica y con 


son todos ellos factores que. 
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ello llevaran a cabo una obra de acerca- 
miento entre los diferentes movimientos 
cientificos de sus respectivas naciones. 
Sirviran las reuniones de Lima, ademas, 
para poner en contacto directo a los 
hombres de ciencia de distintas naciona- 
lidades en beneficio del progreso de la 
cirugia. Es este un acontecimiento cien- 
tifico de gran significado que marca una 
fase culminante de las actividades del 
Colegio Internacional de Cirujanos. A 
traves de esta Organizacién hallan ade- 
cuada canalizacién y expansidn los 
adelantos de la ciencia quirtrgica, y 
todos aquellos interesados en temas de 
esta indole son deudores al Colegio de 
un servicio de suma importancia: la 
defensa de un alto nivel de ética pro- 
fesional y la constante informacién 
puesta al aleance de todos mediante su 
Organo oficial y a través de sus diversos 
Capitulos. La desinteresada y altruista 
labor Ilevada a cabo por el Colegio 
Internacional de Cirujanos es un timbre 
de orgullo que cada vez se acrecienta 
con nuevas aportaciones y renovados 
servicios alli donde la ayuda o la ins- 
piracién de ésta Organizacién sean 
necesarias. 

Kl Capitulo Peruano, por su parte, 
bajo la atinada direccién del Dr. Grajfia, 
ha estado atento al beneficio interna- 
cional que se deriva de reuniones como 
esta de Lima y en prueba de ello trans- 
cribimos la comunicacién que dicho 
Capitulo ha dirigido a los demas Capi- 
tulos del Colegio: 

‘*Estimado Colega: 


En ocasién pasada tuvimos el agrado de 
manifestarle que, a pedido del Capitulo 


TOMO VIII 
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Peruano, el Gobierno del Perti habia acordado 
invitar al Colegio Internacional de Cirujanos, 
para que celebrara en Lima Ja Quinta Asam- 
blea Internacional del Colegio. 

Dificultades del transporte aéreo que, opor- 
tunamente, le hicimos conocer, impidieron 
cumplir tal propdsito en la fecha senalada, 
por lo que el Comité de Regentes del Colegio, 
con la aceptacién del Gobierno del Pert, ha 
fijado una nueva fecha para la reunién, que 
se verificara en los dias 25, 26 y 27 de marzo 
de 1946. 

Deseamos manifestarle, a la vez, que la 
Academia Peruana de Cirugia tenia pro- 
yectado, desde hace algtin tiempo, la realiza- 
cién de Conferencias 0 Congresos nacionales 
de Cirugia, con el fin de congregar, periédica- 
mente, a todos los profesionales peruanos que 
se dedican a esta rama de la ciencia y sus 
especialidades. Con tal motivo se realizaron 
algunas gestiones cerca del Gobierno, para 
que la primera reunién se llevara a cabo 
durante el presente ano, y la Academia en 
econocimiento de que la Quinta Asamblea 
del Colegio Internacional de Cirujanos se 
realizaria en Lima el préximo marzo, acordé 
que la Primera Conferencia de la Academia 
se verificara simultaneamente, ya que la or- 
ganizacién de ambas pueden verificarla, de 
comutn acuerdo, los Comités Ejecutivos de las 
dos instituciones, aprovechando los mismos 
elementos y medios necesarios este 
enero de certamenes cientificos. 

De esta manera, en las sesiones de caracter 
cientifico participaran tanto los miembros del 
Colegio de Cirujanos como los miembros de 
la Academia de Cirugia y ademas, los ciru- 
janos, peruanos y extranjeros, que concurran 
a la Conferencia. De esta manera, se veri- 
ficaraé un provechoso intereambio de ideas y 
opiniones, téenicas y principios, entre los 
representantes de los distintos paises 
concurrentes. 

Por este motivo, en nombre del Capitulo 
Peruano del Colegio Internacional de Ciru- 
janos, nos dirigimos a usted, para que se 
digne poner esta invitacién en conocimiento 
de los miembros del Capitulo que usted 
preside, y el especial pedido nuestro para 
que coopere al éxito de la Quinta Asamblea 
del Colegio, préxima a celebrarse en Lima. 
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Deseamos manifestarle que en los congresos 
y reuniones cientificas celebrados en ‘los 
ultimos tiempos, se han abandonado los 
trabajos de indole académica, sumamente 
extensos y minuciosos, prefiriéndose los estu- 
dios concretos, sintesis y compendios, que 
contengan hechos, resultados, observaciones, 
precisa y netamente expresados y que pueden 
ser expuestos en cortos periodos de tiempo. 
Las graficas, fotografias, peliculas, estadis- 
ticas, radiografias, tienen en cambio gran 
interés. 

En representacié6n del Capitulo Peruano del 
Colegio, encomendamos a usted la organiza- 
cién de la econeurrencia de ese Capitulo, la 
designacién de los delegados y otras circuns- 
tancias relativas a la participacién de ustedes 
en la Quinta Asamblea. 

En espera de que el Capitulo que usted 
dignamente dirije, podra prestarnos su vali- 
osa cooperacion cientifica y conferirnos el 
honor de tener entre nosotros algunos dele- 
gados de su pais, nos es grato saludar a usted 
y estrechar sus manos cordialmente. 


Dr. Francisco Graia 
Dr. Francisco Wieland 
Dr. Amador Merino Reyna 
Dr. Alberto Sabogal 


Miembros de la Junta Directiva del Capitulo 
Peruano del Colegio Internacional 
de Cirujanos 


La Asamblea Internacional de Lima, 
asi como la reunién del Capitulo Norte- 
americano que se inauguré en Washing- 
ton, D. C., el 7 de diciembre, constituyen 


prueba inequivoca de la persistente e 


intensa labor del Colegio Internacional 
de Cirujanos que, bajo la direccién de 
algunos de los mas ilustres hombres de 
ciencia del mundo, trabaja sin interrup- 
cién por el bien de todos los colegas y 
en beneficio del adelanto de la ciencia 
quirtrgica. 

Kn muchos paises del mundo laboran 
abnegadamente, en un esfuerzo comtn, 
los distintos Capitulos del Colegio, 
teniendo como tinica norma el beneficio 
de la humanidad doliente. No se 
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escatiman sacrificios ni se ahorran 
esfuerzos; donde quiera que estén los 
miembros del Colegio aportan su colabo- 
racién sin reservas. Bajo los Regla- 
mentos del Colegio Internacional de 
Cirujanos los Capitulos que lo componen 
se apoyan entre si y auxilian todas 
aquellas empresas que redunden en 
beneficio del adelanto y de la superacién 
de la Cirugia. 

Kste «iternacionalismo  quirurgico 
constituye la base de la existencia misma 
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del Colegio Internacional de Cirujanos, 
como un Organismo de extensidn mun- 
dial destinado al intercambio de conoci- 
mientos y de enseflanzas en una comu- 
nin de pensamiento que unifica a la 
eran familia quiruirgica. Kista herman- 
dad cientifica constituye una de las bases 
mas firmes para afianzar los nuevos 
cimientos de un mundo asolado por la 
guerra pasada y agobiado por tantos 
sufrimientos. 
Manvuet ManniQue. 


NOTICIAS Y ANUNCIOS 


Servicio de Informacién.—Con el fin de 
prestar la mayor asistencia posible a los ciru- 
janos que se interesen por Ja investigacién 
cientifica, la Seccién Espaiiola del Journal 
ha inaugurado un Servicio de Informacién 
destinado a facilitar, a los cirujanos que 
los soliciten, los datos, bibliografia, ante- 
cedentes, descripciones de material, referen- 
cias de libros y articulos y otros que puedan 
interesar a los fines de investigacién y en- 
sefianza. Asimismo el Servicio de Informacién 
se esforzaraé en contestar satisfactoriamente 
cualquier consulta que se le diriga sobre temas 
cientificos. 

Se invita, por la presente, a todos los 
cirujanos para que utilicen este Servicio 
que altruistamente les ofrece el Journal of 
the International College of Surgeons, diri- 
giendose por escrito a nuestra Oficina de 
Redaeccién, Spanish Section, Journal of the 
International College of Surgeons, 850 West 
Irving Park Road, Chicago 13, [Illinois, 
U.S. A. 


Revista de Libros.—Muy en breve esta 
Seccién en Espajiol comenzara la publicacién 
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de una Revista de Libros, donde se comentaran 
los libros publicados en espajiol sobre temas 
medicoquirirgicos. Los comentarios estaran 
a cargo de eminentes especialistas en cada 
una de las materias a tratar. Invitamos a las 
casas editoriales para que envien al Journal 
sus publicaciones a fin de que sean comentadas 
debidamente. 


Asamblea del Capitulo Norteamericano 
del Colegio Internacional de Cirujanos.-—E] 
dia 7 de diciembre se inauguré en Washing- 
ton, D. C., la décima Asamblea Nacional del 
Capitulo Norteamericano del Colegio Inter- 
nacional de Cirujanos, bajo la presidencia del 
eminente cirujano Dr. Custis Lee Hall. 
Colaboraron en las tareas del Congreso 
numerosos hombres de ciencia de prestigio 
internacional, presentando interesantes comu- 
nicaciones sobre variados temas de indole 
quirtrgica. 

No hace falta realzar la gran importancia 
de las reuniones celebradas en el Congreso de 
Washington a donde concurrieron figuras pre- 
eminentes de la cirugia internacional. 


Melanoblastoma con Dermofilotropismo Metastasico 
Sistematizado” 


MANUEL A. MANZANILLA, M.D., F.1.C.S. (HON.) 
Professor de la Facultad de Medicina de México 
MEXICO, D. F., MEXICO 


a un caso de melanoblastoma, 

blastoma melanico de estirpe con- 
juntiva, neoplasma muy raro y de los 
mas malignos, cuyo interés aumenta por 
el caracter observado de una verdadera 
sistematizacion dermofilotrépica en la 
orientacién metastasica del neoplasma, 
ocurrencia poco frecuente especialmente 
tratandose de melanoblastoma. HKmpleo 
la denominacién de melanoblastoma 
porque, como en estudio oncolégico an- 
terior y en mi catedra_ universitaria, 
he adoptado la_ terminologia mexi- 
cana Ochoterena-Benitez-Zuckermann, 
usando nombres compuestos por el 
radical del tejido en cuestidén, seguido 
de la desinencia oma cuando se trata 
de neoplasmas benignos, o blastoma 
cuando se trata de malignos,” * *° lo 
que simplifica la enorme nomenclatura 
de los neoplasmas. 

Kntre los neoplasmas derivados del 
sistema mesenquimoconjuntivo, se nom- 
bran gen¢éricamente melanoblastomas a 
los que proceden del tejido melanico, 
dado que este no da lugar a la forma- 
cién de omas.® Kin virtud de ello, hago 
abstraccién de la conveniencia, sugerida 
por Chatellier, de reservar la denomina- 
de melanosarcoma, sarcoma mela- 
nico o melanoma mesenquimatoso ma- 
ligno a los neoplasmas: melanicos que 
se desarrollan a expensas de los melano- 
blastos conjuntivos,’ implicito el tér- 
mino de melanoma maligno que emplean 
Cutler y Buschke,* muy frecuente por 


| A presente comunicacion se refiere 


*Presentado al II Congreso Nacional de Can- 
cerologia, La Habana, Cuba, mayo, 1945. 


cierto en la literatura en la que, debido 
seguramente al pleomorfismo histol6- 
gico, se ha registrado hasta la mencién 
variada y conjunta de melanoepitelioma, 
melanosarcoma, melanocarcinoma, mela- 
noma maligno.® 


GENESIS MELANOBLASTOMATOSA 


Algunas publicaciones sobre neo- 
plasma melanico equino, mas frecuente- 
mente observado en los solipedos de 
pelambre blanca, aparecieron por pri- 
mera vez a fines del siglo XVIII. 
Dupuytren did a conocer la primera 
deseripcién humana en 1806." Paget y 


Virchow sefalaron las modificaciones 
degenerativas malignas que pueden 


ocurrir en los nevos, y Virchow se re- 
firid a estos cambios individualizandolos 
como degeneracion fibroblastomatosa y 
Sin embargo, 
la diversa imagen histolégica y el desco- 
nocimiento del verdadero origen neo- 
plasico, fué inmediatamente punto de 
partida de divergencia de opiniones 
y discusiones sobre caracteristicas y 
causalidad. Hn 1892, Renoul, citado 
por Chatellier, sospech6é el origen neo- 
plasico epidérmico."* Unna y Dawson 
y otros sustentaron la opinién de que 
el neoplasma es de origen epitelial.* ™ 
Por otra parte, teniendo presente que 
muchos de estos neoplasmas ofrecen 
arquitecturalmente un aspecto fibro- 
blastomatoso, se deriv6 la creencia de 
que los neoplasmas melanicos eran de 
origen mesoblastico, conforme fué re- 
conocido por Ribbert.'® 
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Por ultimo, algunos investigadores 
han emitido recientemente la opinién 
del origen neuroectodérmico; el neo- 
plasma, se derivaria, entonces, de los 
érganos terminales de los nervios sensi- 
tivos periféricos. Masson ha querido 
establecer que las células dendriticas, 
asimiladas por ¢l a las Ilamadas err6- 
neamente de Langerhans, no serian 
epiteliales sino nerviosas, pues las ha 
visto en relacion con fibrillas neuroideas. 
Darier ha mencionado, refiriéndose a Ja 
proliferacién de los nevos celulares y 
manchas pigmentosas, que serian neu- 
romas terminales de los nervios tac- 
tiles..7 Kn realidad, los neoplasmas 
melanicos son de origen névico y por lo 
mismo pueden ser epitelioblastomatosos 
o fibroblastomatosos, dado que los nevos 
pigmentosos dividense en epiteliales y 
conjuntivos. 

Las células pigment6égenas son mela- 
noblastos, originados unos del ecto- 
dermo y otros del mesodermo, pero 
solamente los melanoblastos ectodér- 
micos se encuentran en la piel humana 
normal; en la dermis normal existen 
células pigmentadas melanéforas. Sin 
embargo, ante la existencia de nevos 
azules y de la llamada mancha mon- 
gélica, se produce entonces la aparicién 
de melanoblastos conjuntivos. A mayor 
abundamiento, se acepta actualmente 
que los tejidos mesenquimatosos son 
mesodérmicos y en parte ectodérmicos, 
lo que explicaria, hasta cierto punto, 
la ineertidumbre ya apuntada en la 
génesis y clasificacién de los neoplasmas 
melanicos. 


ESPECULACION PATOLOGICA 


Los neoplasmas melanicos malignos 
pueden originarse asi: (a) traumatismo, 
irritacién o tratamiento persistente de 
un nevo pigmentoso benigno, en virtud 
de agentes quimicos 0 eléctricos; (b) por 
desarrollo repentino de una manchita 
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negra 0 morena sobre piel precisamente 
normal; (c) por melanosis preexistente 
precancerosa, caracterizada por man- 
chas melanicas, en individuos de una 
edad aproximada de 40 afos, que se 
convirte stibitamente en maligna.* 

HK] melanoblastoma se origina general- 
mente de nevos previamente benignos 
que ocurre de ordinario en la piel, y 
muy raramente en el ojo, meninges y 
membranas mucosas, en donde es mas 
frecuente el blastoma melanico de 
estirpe  epitelial, melanoepitelioblas- 
toma. Los nevos congénitos pigmentosos 
estan constituidos por restos celulares 
ectomesodérmicos de desarrollo embrio- 
nario, y por lo mismo pueden pertenecer 
a la categoria de neoplasmas epiteliales 
o a la de conectivovasculares. Com- 
prenden dos tipos: el pigmentoso simple 
y los pigmentosos tuberosos, blandos 
y duros; algunos mencionan también 
los nevos vasculares, pero no tendria en 
realidad lugar su _ individualizacién, 
dado que su concepto se confunde, hasta 
cierto punto, con el angioma simple. 
En la localizacién cutanea ha _ sido 
seflalada la influencia de las irradia- 
ciones solares, que tratan de demostrar 
las observaciones clinicas y trabajos 
experimentales de Roffo, donde juega 
importante papel el colesterol al acumu- 
larse localmente bajo la accion de dichas 
irradiaciones, 7% 1% 2 21, 22 


CONSIDERACIONES CLINICAS 


Se acepta que la mayor frecuencia 
de los neoplasmas malignos cutaéneos 
corresponde, en general, a un periodo 
edad comprendido entre los 40 a los 80 
anos. Segtin Pac y Le Fevre, la edad 
media para el melanoblastoma (mela- 
noma maligno) es la de 48 ajfios;* 
Nathanson y Welch han sefialado a su 
vez la de 49 afios en hombres y 55 ajios 
en mujeres.** De todos modos, los 
melanoblastomas son neoplasmas muy 
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raros; en una estadistica absoluta de 
Roffo sobre neoplasmas malignos cuta- 
neos, que abarea un periodo de seis 
anos, se registra solamente un caso de 
melanoblastoma, estimandose que tiene 
lugar en 0.62 por ciento;* Ignacio 
Gonzalez Guzman me ha expresado per- 
sonalmente que en aproximadamente 
10,000 examenes histolégicos sistemati- 
cos de neoplasmas, correspondientes a 
su servicio del Hospital General de 
México y a su labor particular en un 
lapso de cinco afios, sdlo ha encontrado 
cuatro melanoblastomas, incluido el caso 
a que se refiere esta comunicacion. 

Los neoplasmas de origen névico 
deben considerarse siempre sumamente 
malignos, sobre todo cuando asumen el 
caracter melanoblastomatoso, dado que 
el melanoblastoma es reconocido univer- 
salmente como el mas maligno de los 
neoplasmas.** Debe tenerse presente 
que los melanoblastomas se desarrollan 
a expensas de melanobiastos conjunti- 
vos névicos, adquirieudo lentamente los 
nevos una mayor extensién periférica 
y presentando superficialmente granu- 
laciones duras. Miescher encontr6é en 
15 de 35 casos la evidencia de nevo 
previo; Pack, citado por Adair, en 
una revisién de 300 casos en 1936, 
informa que ordinariamente habia como 
20 lunares;** el neoplasma comienza 
a veces por un nodulito intradérmico, 
que en breve tiempo muestra puntos 
pigmentados. 

Los melanoblastomas ofrecen la par- 
ticularidad de las metastasis por via 
linfatica, al contrario de lo que acontece 
con los fibroblastomas en general; las 
linfoglandulas no tardan en ser in- 
vadidas, lo que generalmente se mani- 
fiesta muy pronto, dada la reconocida 
malignidad neoplasica, pudiendo limi- 
tarse al principio la linfoadenometas- 
tasis a una o dos linfoglandulas, para 
extenderse en seguida la invasi6n metas- 
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tasica en forma repidisima, observan- 
dose melanuria en ocasién de metastasis 
numerosas o extensas; la difusién blas- 
tomatosa conduce a la postre a la 
generalizaciOn neoplasica. Es conveni- 
ente mencionar a este respecto que, en 
aletin caso como el consignado en esta 
comunicacién, puede observarse la exis- 
tencia de notable dermofilotropismo, 
pues sin una positiva invasion de todo 
el organismo ocurren decenas de metas- 
tasis cutaneas, con el caracter de una 
verdadera sistematizacién en la orien- 
tacién metastasica del neoplasma,”® 
siendo esto mas frecuente cuando se 
trata de nevoepitelioblastomas que de 
melanoblastomas. 


EXPOSICION HISTORIAL 


G. C., 39 afios edad, ingeniero civil, cuyas 
actividades profesionales han tenido lugar, 
durante trece afios consecutivos, en una 
region de mediana altitud y clima templado 
himedo, permaneciendo a la intemperie sis- 
tematicamente por periodos de cinco horas 
aproximadamente al dia. Tabaquismo mode- 
rado durante los diez Nevo 
congénito, blando, negro, algo prominente, 
situado en el pdarpado inferior izquierdo, 
aproximadamente en su tercio medio y a unos 
cuantos milimetros del borde palpebral libre, 
quiescente hasta hace nueve aiios. 

Se presenta a consultarme por primera vez 
el 29 de septiembre de 1939 y relata: que de: 
1930 a 1936 el nevo congénito fué aumentando 
ligeramente en extensién, habiéndose iniciado 
al propio tiempo, en mayo de 1936, aumento 
de volumen, hasta aleanzar el de un chi- 
charo aproximadamente, presenténdose en- 
tonees prurito localmente y descamacién; el 
crecimiento névico continué hasta aleanzar, 
tres meses mas tarde, el volumen de un gar- 
banzo aproximadamente, intensificdndose la 
descamacién e interfiriéndose ligeramente el 
campo visual por el aumento de volumen. 

Dos meses después, en octubre, por indica- 
cién del médico que lo atendia, fué sometido 
a roentgen y curieterapia, quedando reducido 
el nédulo en cuestién a una mancha pigmen- 
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tosa, separada del borde palpebral por una 
zona acrémica de tres milimetros de ancho 
aproximadamente. En mayo de 1937 fué irra- 
diado de nuevo sin modificacién apreciable en 
el tamafo de la mancha pigmentosa, apare- 
ciendo en la periferia de la misma algunas 
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En julio de 1939, dos meses aproximada- 
mente antes de consultarme, noté un ndédulo 
submaxilar izquierdo, a nivel del aéngulo 
correspondiente del maxilar inferior, que a 
continuacién erecié rapidamente hasta alean- 
zar el volumen de una mandarina aproxima- 


Fig. 1. 


(Al izquierdo, melanoblastoma palpebral inferior izquierdo y linfoaden matistasis submaxilar 


izquiérda vista anterior; al derecho, vista lateral). 


pequenas zonas acrémicas similares a la an- 
terior; después de cuatro meses la mancha 
pigmentosa y las pequefias zonas acrémicas 
habian aumentado en extensién, permane- 
ciendo asi practicamente por dos afios hasta 
que el enfermo se present6 a consultarme. 

A principios de junio de 1937, casi en 
seguida de haber sido irradiado por segunda 
vez, aparecié un nédulo preauricular izquierdo, 
que crecié rapidamente en pocos dias hasta 
aleanzar el volumen de un garbanzo aproxi- 
madamente, habiéndoselo extirpado algunos 
dias después el colega que lo atendia y 
precisamente con bisturi metaélico; ignora el 
dato histopatolégico del nédulo extirpado, 
pero informa haber sido irradiado de nuevo 
en los meses inmediatos siguientes de julio y 
agosto. 
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damente en el momento del examen; las 
figuras 1, 2 y 3 ilustran debidamente el neo- 
plasma submaxilar izquierdo en cuestién y la 
mancha palpebral izquierda con pequefas 
zonas acrémicas periféricas ya mencionada. 

Algin tiempo antes de haber notado el 
nédulo submaxilar, seis u ocho meses aproxi- 
madamente, advirtid la aparicién de dos 
nodulitos subeuténeos, ambos del lado 
izquierdo, situado uno a nivel del cruzamiento 
de la linea axilar media con la novena costilla 
y el otro a la altura de la espina iliaea pés- 
terosuperior, creciendo con relativa lentitud 
hasta el tamafa actual de una nuez aproxima- 
damente; la figura 4 muestra dichos ndédulos, 
pintada la piel para hacerlos fotograficamente 
mas ostensibles, asi como manchitas pigmen- 
tosas diseminadas en el tegumento. 


TOMO VIII 
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El examen clinico revela lo siguiente: la 
mancha pigmentosa palpebral izquierda ya 
mencionada, con los caracteres apuntados, 
figuras 1, 2 y 5; un tumor submaxilar del 
tamafno de una mandarina aproximadamente, 
ocupando el tercio posterior izquierdo de la 
region suprahiodea, rebasando ligeramente 


melanoblastomatosa 


Linfoadenometastasis 
submaxilar izquierda (vista contralateral). 


Fig. 2. 


dicha regién hacia arriba sobre el borde del 
maxilar inferior, de superficie discretamente 
regular y consistencia dura, adherido al plano 
profundo y algo doloroso, figuras 1, 2, 3 y 5; 
los dos nédulos y las manchitas pigmentosas 
ya mencionados, figura 4, asi como otros y 
diversos nodulitos subeuténeos, diseminados 
en la cara anterior del térax y el abdomen, 
en mayor proporcién del lado izquierdo y con 
predominio toraxico mayor, y algunas man- 
chitas pigmentosas distribuidas en el tegu- 
mento del troneo y extremidades; la figura 5 
muestra dichos nodulitos, pintada la piel para 
hacerlos fotograficamente mas ostensibles, y 
algunas manchitas pigmentosas de localiza- 
cién toraxica anterior. 

Se practica estudio roentgenografico del 
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maxilar inferior. Dos roentgenogramas en pro- 
yecciones posteroanterior y lateral izquierda, 
figuras 6 y 7, observandose que la rama 
horizontal izquierda del maxilar presenta 
menor nitidez que la derecha,.y que en una 
zona cereana al Angulo, abarcando desde el 
borde inferior hasta 3 milimetros aproxima- 
damente sobre el mismo, hay signos de re- 
accién peridstica, posiblemente por proceso 
adherencial tumoral, pudiendo interpretarse 
la menor nitidez apuntada por disminucién 
roentgenolégica de la sombra del maxilar, 
debida a superposicién de la masa tumoral 
existente. Se efecttia asimismo investigacién 
roentgenolégica de los aparatos esquelético, 
digestivo, respiratorio y urinario, sin encon- 
trar dato alguno de importancia sobre el 
particular. 

De los exaémenes de laboratorio realizados 
en auxilio de la clinica, la citologia- hematica 
proporciona datos en relacién con la anemia 
secundaria neoplasica, aun cuando se trata de 
cifras algo discretas: 4,200,000 eritrocitos, 76 
por ciento de hemoglobina, 0.90 de valor 
globular, anisocitosis muy ligera, 48 de indice 
neutréfilo de Arneth. Los demas examenes 
de laboratorio, quimica y _ serologia san- 
euineas, tiempos de sangria y coagulacidén, 
pruebas funcionales cromagoga hepatica y 
de eliminacién renal, analisis de orina, revelan 
cifras y datos practicamente normales; la 
prueba de eritrosedimentacién no se investiga, 
por considerar en aquel entonces la diversa 
apreciacién de su valor. 

El estado general del enfermo es hasta 
cierto punto satisfactorio, a pesar del caracter 
neoplasico invasor; temperatura casi normal, 
pérdida poco importante de peso, palidez no 
muy senalada, algo de astenia; no ha habido 
algias y el tumor submaxilar, no obstante su 
rapido crecimiento, no ha determinado aun 
compresiones vasculonerviosas ostensibles. En 
virtud de haberse observado anteriormente 
alguna modificacién favorable con la roentgen 
y curieterapia, se solicita irradiacién pre- 
operatoria, sin olvidar al respecto la conocida 
radiorresistencia del melanoblastoma. Opor- 
tunamente se procede a la accién quirtirgica 
con bisturi diatérmico. 

Accién Quirirgica.—Opero el 28 de octubre 
de 1939, abordando en una primera fase la 
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extirpacién metédica de los nédulos cutaéneos. — sentan todos la misma textura, estando cons- 
Tres dias después exéresis amplia del tumor _ tituidos por un conjunto polimorfo de ele- 
submaxilar, que se encuentra adherido al mentos celulares de estirpe conjuntiva, muchos 
borde inferior del maxilar inferior en un de los cuales estan cargados de pigmento 


limitado trecho cercano al Angulo, y extirpa- melanico; los caracteres generales tumorales 
cién conjunta de la glindula submaxilar asi como los especiales celulares, nticleos con 
correspondiente, por encontrarse en parte in- | pocas monstruosidades, con riqueza nucleolar 


vadida por el proceso neoplasico. Cuatro dias no muy grande, con pocas mitosis, ete., per- 
después, destruccién diatérmica profunda y  miten suponer dentro de la gran malignidad 


Fig. 3. Microfotografia, aspecto del tumor a Fig. 4. Mierofotografia, porcién de un _ corte, 


pequefio aumento. polimorfismo celular y gruesas celulas cargadas de 
pigmento melanico. 


extensa de la mancha pigmentosa palpebral de los neoplasmas melanicos, que este 
inferior y de algunas de las manchitas pig- | melanoblastoma presenta una gravedad menos 


mentosas diseminadas en el tegumento. considerable que la de otros blastomas con- 
Se solicita al doctor Ignacio Gonzdlez Guz-  juntivos melinicos y sobre todo epiteliales 

man el examen anatomopatolégico de los pigmentégenos. 

nédulos y el tumor extirpados, todos consis- Ilustracién microfotografica del examen 

tentes y macroseépicamente de aspecto car- anatomopatolégico: la figura 8 es un aspecto 


bonoso. Fijacién en formalina al 10 por del tumor a pequefio aumento, en el que 
ciento, cortes por congelacién en secciones pueden apreciarse el polimorfismo celular y 
delgadas, coloraciones hematoxilina-eritrosina- | gruesas células cargadas de pigmento mela- 
naranja y carbonato de plata amoniacal de _ nico; la figura 9 presenta la porcién de un 
del Rio Hortega. Resultados e interpretacién: — corte, en el que se observan numerosas células 
la gruesa poreién, nédulos y nodulitos pre- cargadas de pigmento melanico; la figura 10 
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Fig. 5. Al izquierdo, dos dermometistasis melanoblastomatosas (pintadas), torfixica lateral y  pelviea 
posterior izquierdas; manchitas pigmentosas dorsales. Al derecho, dermometistasis melanoblastomatosas 
diversas (pintadas) de predominio izquierdo y algunas manchitas pigmentosas, localizacié toraxica anterior. 


Fig. 6. Al izquierdo, roentgenograma posteroanterior, menor nitidez, y reaccién periostica del maxilar 
inferior, rama horizontal y zone yuxtngular izquierdas. Al derecho, roentgenograma lateral izquierdo, 
menor nitidez, y reaccién periostica del maxilar inferior, rama horizontal y zona yuxtangular izquierdas. 
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muestra un campo microscépico a gran 
aumento, en el que pueden verse en las 
células neoplisicas gruesos granos de pig- 
mento melanico; la figura 11 exhibe un 
aspecto semejante al de la figura anterior; 
y la figura 12 muestra campo microseépico en 
el que son particularmente abundantes las 


Fig. 7. Microfotografia a grande aumento, células 
neoplasicas con gruesos granos de pigmento melénico. 


Fig. 9. Microfotografia a grande aumento, abun- 
dantes células neoplisicas repletas de pigmento 
melanico. 


células neoplasicas repletas de pigmento 
melanico. 

evolucién postoperatoria transeurre 
dentro de caracteristicas normales y_ el 
operado abandona el hospital a las cuatro 
semanas de la primera intervencién quirtr- 
gica. Inmediatamente antes de hacerlo se 
repiten algunos examenes de laboratorio, no 
encontrandose datos dignos de mencionarse 
excepto modificaciones discretas en la cito- 
logia hematica, a saber: 4,000,000 eritrocitos, 
80 por ciento de hemoglobina, 1.00 de valor 
globular, anisocitosis muy ligera persistente, 
~ 66.50 de indice neutréfilo de Arneth (desvia- 
Fig. 8. Miecrofotografia a grande aumento, gruesos cién a la izquierda). Se le indica la con- 


granos de  pigmento melanico en células 
neoplaisicas. veniencia de irradiacién post operatoria, 


569 


TOMO VIII 
NO. 6 


teniendo en cuenta los resultados obtenidos 
anteriormente con la misma. Poco tiempo 
después se ausenta de Méxica y a continuacién 
carezco de sus noticias; mas tarde obtengo 
informacién de haber ocurrido su falleci- 
miento en Europa, seis meses aproximada- 
mente después de haber sido operado, sin con- 
seguir dato alguno cireunstanciado. 


COMENTARIOS 


Este caso de melanoblastoma, neo- 
plasma muy raro y de los mas malignos, 
ofrece en mi concepto mareado interés 
en diversos aspectos : 

Si en relacién con la entidad noso- 
logica se hacen consideraciones etio- 
patogénicas y de orden clinico evolutivo 
en conexi6n estrecha, no podria descar- 
tarse la influencia ya mencionada de la 
cronicidad traumatica actinica o la 
accion irritativa solar de mediana alti- 
tud, determinando la_ transformacion 
melanoblastomatosa del nevo pigmen- 
toso palpebral hasta entonces benigno; 
podria también pensarse en la posible 
preexistencia de malanosis precan- 
cerosa, quiescente en el nevo congénito 
durante anos y convertida stibitamente 
en maligna por la accién sistematica del 
traumatismo apuntado, entre otros posi- 
bles factores causales ignorados. 

Asumido el caracter neoplasico ma- 
ligno, la evolucién clinica preséntase 
dentro del ritmo y caracteristicas in- 
herentes; melanoblastoma palpebral, 
linfoadenometastasis, difusién blasto- 
matosa de tendencia invasora sin em- 
bargo, la  difusién metastasica se 
manifiesta con ostensible e inusitado 
dermofilotropismo, pues sin una _ posi- 
tiva invasién organica demostrable 
ocurren metastasis cutaneas, en mas 
grande proporcién del lado izquierdo y 
predominio toraxico mayor, como Si se 
tratara de una verdadera sistemati- 
zacion en la orientacién metastasica 
melanoblastomatosa. 
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El cuadro y la evolucién clinica re- 
sultan en apariencia paraddgicos y 
espectaculares, al confrontarlos con la 
interpretacion de la imagen anatomo- 
patolégica, malignidad clinicamente os- 
tensible, real o evolutiva, en contraste 
con la informacion histopatolégica; los 
primeros estan en concordancia con io 
aceptado universalmente en tratandose 
de melanoblastomas, aparte el dermo- 
filotropismo metastdsico  sisteratizado 
que es excepcional en el blastoma mela- 
nico de estirpe conjuntiva, mientras los 
resultados e interpretacién del examen 
anatomopatologico consignan que el caso 
presenta gravedad menos considerable 
que la de otros blastomas conjuntivos 
melanicos y sobre todo epiteliales. 

La terapéutica quirtirgica instituida, 
mejor dicho la terapéutica electroqui- 
rurgica llevada a cabo, fué inspirada en 
el desarrollo de la evolucién clinica y 
los datos sa ministrados por la misma, 
no obstante el conocimiento desconso- 
lador que hacen patente las estadisticas 
correspondientes ; Adair, en dos grupos 
estadisticos de casos primitivos y ope- 
rables del Memorial Hospital de Nueva 
York, sefala supervivencia de 5 aiios 
en el 33 por ciento y el 14.5 por ciento 
respectivamente,* cifras significativas 
de los desalentadores resultados tera- 
péuticos. Mas a pesar de esto, dada la 
gran malignidad de los melanoblas- 
tomas, creo que la conducta quirurgica 
debe prevalecer e intentarse la tera- 
péutica correspondiente, cada vez que 
existan condiciones de accesibilidad y 
alguna posibilidad de obtener siquiera 
resultados paliativos, contingentes 
transitorios, aun cuando las probabili- 
dades de consecucioén se encuentren mas 
o menos comprometidas, pues hay que 
tener presenter que el minimo alivio 
fisico o moral puede prolengar hasta 
cierto punto la vida del paciente. 
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RESUMEN 


Se presenta un caso de melanoblas- 
toma, blastoma melanico de estirpe con- 
juntiva, neoplasma muy raro y de los 
mas malignos, cuyo interés aumenta por 
el caracter observado de una verdadera 
sistematizaciOn dermofilotrépica en la 
orientacién metastasica del neoplasma, 
ocurrencia poco frecuente mucho 
menos tratandose de melanoblastoma. 

hacen consideraciones patolégicas 


clinicas sobre los melanoblastomas, 
origen, rareza, evolucién y gran malig- 
nidad. Se comenta el caso en cuestion, 


sustentando su mareado interés en di- 
versos aspectos: el proceso etiopato- 
vénico, la sistematizacion metastasica 
neoplasica, la divergencia entre los car- 
acteres clinicos y la informacién anato- 
mopatolégica respecto ala 
la terapéutica quirtirgica 


SUMMARY 


The author reports a case of melano- 
blastoma of the conjunctiva, one of the 
most rare and most malignant of neo- 
plasms. The author discusses the elini- 
cal and pathologie characteristics of 
the melanoblastomas, and comments on 
their origin, rarity, evolution and high 
malignancy. The case reported is espe- 
cially interesting from the standpoint of 
the origin and pathogenesis of the tu- 
mor, -the metastasis, the difference 
between the clinical features and the 
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anatomopathologic evidence of malig- 
nancy, and the surgical treatment. 
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Melanoblastomas 
Consideraciones a Proposito de Trece Neoplasias Melanicas 


CONRADO ZUCKERMANN, M.D. 
MEXICO, D. F., MEXICO 


PRELIMINAR 


PARTIR de los estudios clasicos 
de Virchow, los tumores melani- 
cos han preocupado tanto a los 

clinicos como a los investigadores: a los 
primeros por su elevada malignidad e 
incurabilidad habitual, y a los segundos 
por sus peculiares caracteristicas que 
los hacen distintos, por varios hechos, 
de los otros blastomas. 


CONDICIONES ETIOLOGICAS 


Ks de senalarse que los canceres 
melanicos se observan en los animales 
vy que en el caballo, en donde han sido 
estudiados con cierto detenimiento, ha 
llamado la atencién que primero se 
afirmé su mayor frecuencia en el de 
color blanco y Uultimanente se asienta 
que lo es en los de tinte obscuro. 

En el hombre se ha observado, en 
los Hstados Unidos, un hecho esta- 
distico comparable: mientras que clini- 
camente se  presentan con mayor 
frecuencia en personas de raza blanea, 
se anota igual o mayor ntimero en 
personas de raza negra por medio de 
datos autdpsicos y anatomopatolégicos. 

Se observa alguna mayor frecuencia 
en el sexo masculino, sobre todo en la 
edad adulta; es excepcional en el recién 
nacido (caso de Darier; caso de Weber) 
y raro en los primeros anos de la vida. 


ORIGEN DE LAS NEOPLASIAS MELANICAS 


Los canceres melanicos se clasifican, 
en la mayvoria de los tratados de ana- 
tomia patolégica, en dos categorias, los 


epiteliales y los conjuntivos, senalandose 
con menos rareza los epiteliales. 

Kn los estudios histolégicos parece 
observarse que tanto las células epite- 
liales como las conjuntivas pueden con- 
tener granos de melanina y dar origen 
a canceres, que constituirian, entonces, 
melanoblastomas epiteliales y melano- 
blastomas conjuntivos.* Desde hace 
diez anos, sin embargo, los investiga- 
dores han observado algunos hechos que 
hacen pensar que el origen real de los 
tumores melanicos no es epitelial 0 con- 
juntivo sino nervioso, a partir de células 
de las terminaciones nerviosas_ perifé- 
ricas y de los corpusculos sensitivos ; 
este ecriterio, sostenido por Masson y 
otros, lo hemos encontrado muy de- 
fendido en el reciente ‘‘Tratado de 
Anatomia Patolégica’’ de Allan Moore; 
pareceria que los melanoblastomas 
serian tumores de origen ectodermico 
nervioso que podrian presentarse en 
easi toda la economia, notandose, sin 
embargo, mayormente en el tegumento 
cutaneo. 

Las células formadoras de melanina, 


* Es interesante sefialar que mientras la mayoria 
de los autores sefialan mucha mayor proporeién de 
cénceres melinicos epiteliales que de conjuntivos, 
Ramon, y Cajal y Tello y Nuiiez afirman que ‘‘el 
melano-sarcoma es el mis frecuente’’ y que los mela- 
noepiteliomas ‘‘son neoplasmas  raros.’’—Ramirez 
Calderon, del Instituto Anticanceroso de Buenos 
Aires, sefiala también mayor proporcién de los 
ceres melinicos de estirpe conjuntiva. Es también 
muy interesante anotar que iguales preparaciones 
histolégiecas son interpretadas por distintos anatomo- 
patélogos con diferente criterio, pues mientras que 
alguno anota que el neoplasma es epitelial-melénico, 
otro afirma que es conjuntivo-melfnico sefialando el 
gran parecido de las células pigmento-formadoras, 
principales del tumor, con los fibrocitos. 
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los melanocitos, serian células ner- 
viosas, y las celdillas epiteliales o con- 
juntivas serian solo portadoras de 
granos de melanina. 


CONSIDERCIONES HISTOLOGICAS 


Someramente recordarémos que el 
plano cutaneo y varios de los mucosos 
estan constituidos por epitelio poliestra- 
tificado, debajo del cual existe tejido 
conjuntivo-vascular y grasoso; como 
elementos en relacién con el epitelio 
se encuentran glandulas anexas sudori- 
paras, sebaceas y los foliculos pilosos, 
y como elementos en relacién con ei 
conjuntivo, células de origen sanguineo, 
de naturaleza leucocitaria, que han emi- 
grado a los espacios intercelulares; 
ademas de los elementos en relacién con 
los tejidos epitelial y conjuntivo, se 
encuentran elementos endoteliales de 
los vasos linfaticos y sanguineos, y las 
terminaciones nerviosas sensitivas y 
sus corpusculos o placas terminales. 

Normalmente se sefiala la existencia 
en la capa basal del epitelio, en las 
cereanias de los foliculos pilosos y en 
las capas superficiales dérmicas, de 
celdillas cargadas de un pigmento negro 
llamado melanina; estas celdillas pig- 
mentarias se encontrarian an mucho 
mayor proporcién al nivel de las 
diversas clases de manchas pigmen- 
tarias, nevus en sus variadas formas, 
mancha mongéolica, ete. 

Se admite que en los nevus existe la 
mayor cantidad de estas celdillas pig- 
mentarias en la capa basal de la epi- 
dermis y que en la mancha mongéolica, 
la mancha azul y otras la mayor acumu- 
lacion de células con melanina se efecttia 
en el conjuntivo subepitelial. 

De todo este conjunto de elementos 
pueden dimanar neoplasias y asi por 
ejemplo se encuentran en la piel los 
tumores de origen epitelial del epitelio 
estratificado o de sus glandulas anexas 
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y las neoplasias de naturaleza con- 
juntiva, las originadas en los vasos 
sanguineos, angiomas en sus diversas 
variedades y los originados en las ter- 
minaciones nerviosas, neuromas en sus 
diversas variedades. 

En relacién con las células pigmen- 
tarias se describen formaciones con- 
génitas o adquiridas, con acumulacioén 
de células melanicas y otras alteraciones 
estructurales, sin llegar a_constituir 
verdaderos tumores. Son sin embargo, 
alteraciones lesionales bastante carac- 
teristicas de las que se describen los 
nevus pigmentarios, nevus verrugosos, 
nevus moluscos, nevus papilomatosos, 
nevus angiomatosos, mancha azul, man- 
cha mongolica,* ete. 

Ks de sefnalarse que se describe en 
la piel alteraciones también congénitas 
o adquiridas en las cuales, existiendo 
disposicién semejante a la de los otors 
nevus no se observan las coloraciones 
habituales, la existencia de _ celdillas 
melanicas; son los nevus acrémicos 0 
leuconevus en los cuales, sin embargo, 
se admite que si existen celdillas de 
extirpe melanica solo reconocibles por 
procedimiento especial a que luego nos 
referirémos. 

Las celdillas melanicas pueden dar 
origen a neoformaciones, a tumores de 
rapida evolucién, de malignidad histo- 
logica y clinicamente comprobada, que 
serian los melanoblastomas. Es _in- 
teresante sefialar que estos tumores 
fueron considerados primeramente como 
neoformaciones  epiteliales, | después 
como conjuntivas, luega nuevamente 
como epiteliales y tltimamente como 
neoformaciones derivadas de celdillas 
de extirpe nerviosa. (Masson sostiene 
este origen desde 1926.) 

Se afirma que las células formadoras 
de la melanina son celdillas de origen 


* Llamada asi porque se ha observado en niiios de 
raza mongélica, sobre todo en la regién sacra. 
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ectodérmico en. relacién, y atin en vecin- 
dad, con las celdillas de las termina- 
clones nerviosas sensitivas y que solo 
ellas serian las tnicas capacitadas para 
transformar la premelanina incolora 
(melanégeno) en substancia pigmen- 
taria de color negro o melanina. Esta 
transformacion se efectuaria a favor de 
una oxidasa que solo existiria en estas 
celdillas especiales a las que se les ha 
denominado melanoblastos y también 
melanocitos. La dopa reaccién es capaz 
de identificar la oxidasa necesaria para 
la formacién de la melanina y por lo 
tanto particulariza a las células que la 
contienen; los otros tenidos como el de 
la reduccién con sales de plata, se 
pueden obtener tanto en las células que 
forman la melanina como en las que 
solamente la contienen por haber pene- 
trado en ella, por haberla absorbido o 
por haberla fagocitado; a estas células 
que algunos Ilaman células ‘‘tatuadas”’ 
se les atribuye solo el estar cargadas de 
melanina pero el no poder formarla y 
serian ellas células epiteliales, con- 
juntivas, endoteliales, leucocitarias, ete. 

Los verdaderos melanoblastomas se- 
rian, por lo tanto, los tumores formados 
a expensas de la transformaci6n can- 
cerosa de melanocitos a melanoblastos, 
y las células conjuntivas o epiteliales 
que en ellos se encuentran cargadas de 
melanina, serian solamente elementos 
anadidos y no el elemento caracteristico. 

Kista manera de pensar es la que en 
la actualidad parece corresponder a la 
realidad histolégica pero no esta uni- 
versalmente admitida. 

Por otra parte, es de sefnalarse que 
tumores claramente identificados como 
epiteliales o conjuntivos desarrollados 
en la piel o en otras estructuras, pueden 
contener células melanoformadoras, es 
decir, melanocitos o melanoblastos atin 
en mayor desarrollo que el normal y 
contener por lo tanto gran cantidad de 
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pigmento melanico en el protoplasma 
de sus celdillas ya sean conjuntivas o 
epiteliales; serian neoplasias epiteliales 
o conjuntivas pigmentadas en que ta 
melanizacion seria un fendmeno secun- 
dario en relacién con la existencia nor- 
mal de esas celdillas en medio de los 
tejidos que dieron origen real al tumor; 
a estos se les llama neoplasias secun- 
dariamente pigmentadas.* de sefia- 
larse, sin embargo, que tanto desde el 
punto de vista clinico como histolégico, 
es dificil en muchos casos hacer la 
diferenciacion entre un verdadero mela- 
noma o melanoblastoma y un tumor 
epitelia o conjuntivo pigmentado. Es 
de tal manera dificil esta identificacién 
que, atin en manos expertas y ante la 
imposibilidad de una mayor precision, 
se afirma haber encontrado en tumores 
melanicos doble estructura concerosa, es 
decir, tanto epitelial como conjuntiva 
y aun se senala la existencia de celdillas 
cuya disposicién, forma y_ situacién 
hacen pensar que son de origen ner- 
vioso pero existiendo formas llamadas 
de paso entre unas celdillas y otras. 

A pesar de todo lo antes anotado, 
creemos que desde el punto de vista 
clinico e histolégico, habitualmente de- 
ben considerarse como melanoblastomas 
aquellos tumores en los cuales el ele- 
mento predominante son celdillas for- 
madoras de melanina ya impregnadas 
de esta substancia o en las cuales se 
identifique la existencia de la oxidasa 
por la dopa-reaccion. 


ASPECTO CLINICO 


Las canceres melanicos pueden pre- 
sentarse como antes decia en casi todos 
los tejidos del organismo, pero en donde 
se han observado mas es en la piel, en 


* Estos cfnceres epiteliales 0 conjuntivos melani- 
zados, pigmentados, pero en que el elemento domi- 
nante, principal, no es el celular melénico, han sido 
estudiados por Masson, Candiere, Bloch, Ewing, Fox, 
Becker, Auger, ete. 
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el ojo, sobre todo en la coroides, en las 
meninges, en el encéfalo, en los huesos, 
en las cépsulas suprarenales, ete.; debe 
tenerse en cuenta que me estoy refiri- 
endo a los tumores melanicos  primi- 
tivos pues las metastasis pueden 
presentarse en mucho mayor ntmero 
de localizaciones. 

Los trabajos de Adachi, Ramel, Reds- 
lob, Ehrmann, Laidean, Becker, Bloch, 
Leon Blanco, Abalo y otros investiga- 
dores demuestran la presencia de células 
melanoformadores en muy diversas 
partes del cuerpo y por lo tanto la 
posibilidad de formacién de canceres 
melanicos, 

Un buen porcentaje de los caénceres 
melanicos, pudi¢éramos decir casi el 50 
por ciento, se originan en lunares, nevus 
o manchas pigmentarias (mancha mon- 
volica, ete.). 

Los canceres melanicos crecen en 
meses y raremente en anos e invaden 
el organismo tanto por la via linfatica 
como por la sanguinea, dando origen 
a numerosas metastasis ganglionares 
linfaticas, eutaneas y subeutaneas, pul- 


monares, hepaticas, esplénicas, ence- 
falieas, hasta  constituir una 


verdadera diseminacién de nédulos can- 
cerosos melanicos en casi todo el cuerpo. 

Los blastomas melanicos a pesar de 
ser neoplasias de temprana y rapida 
diseminacion tienen tres etapas evolu- 
tivas: local, regional y general. Kn la 
fase local las células melanicas se en- 
cuentran en el tumor y en sus cercanias, 
de ahi la necesidad de hacer amplia y 
alejada extirpacién en estos tumores 
atin cuando se presenten de pequeno 
tamano. En la fase regional ocupan el 
sitio del tumor, las porciones cereanas, 
los vasos linfaticos correspondientes y 
los ganglios tributarios y en caso de 
operar es necesario extirpar todo. Esta 
intervencién quirtirgica muy amplia se 
fundaria en que las metastasis san- 
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guineas y la generalizacién no siempre 
son inmediatas. 

Nuestra primera observacion de can- 
cer melanico la publicamos bajo el titulo 
de ‘‘melanosarcoma metastasico, gan- 
glionar en la axila, de origen medular 
édseo’’, en la Revista Mexicana de 
Cirugia, Ginecologia y Cancer, de no- 
viembre de 1933; de entonces a la fecha 
hemos observado otros doce casos mas; 
tedos los enfermos ya han fallecido. 

De las 18 observaciones, en 6 hubo 
comprobacion histolégica y en 7 se traté 
de casos en los que el conjunto de datos 
clinicos afirmaba que se trataba de 
melanoblastomas pero en los cuales la 
biopsia y atin la intervencién quirtrgica 
estaban completamente contraindicadas. 

La biopsia es un procedimiento que 
nunca empleamos para estos tumores y 
cuando en 38 casos se efectud extirpa- 
cidn de ganglios se hizo porque clinica- 
mente no se afirmaba claramente que 
se trataba de melanoblastoma. 

De las 13 observaciones, 2 correspon- 
dieron a melanoblastoma de los dedos 
de los pies, 1 a localizacién en la planta 
del pié, 1 a melanoblastoma subma- 
mario derecho, 1 a melanoblastoma de 
origen medular 6seo en un dedo de la 
mano, 3 a melano-canceres en la cara, 
1 a cancer melanico en la region de la 
nuca, 1 en lo cara lateral del cuello, y 
2 en la piel de la cara antero-lateral del 
torax, y 1 en el plano cutaneo de la 
cara posterior derecha del t6rax. 

Ks un hecho interesante que uno de 
los melanoblastomas del dedo del pié 
se prest6 a confusi6n con proceso gan- 
grenoso de los dedos y que el diagndés- 
tico fué dificil porque estar ausentes 
las oscilaciones arteriales. La cuida- 
dosa observacién de lesidn, la 
ausencia de dolores y la aparicién de 
metastasis inguinales (que fué rapida) 
aclararon el diagnéstico. 

En ocasiones el melanoblastoma_ pri- 
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mitivo es pequeno y sus metastasis 
adquieren en cambio gran tamano. 


CANCERES MELANICOS ACROMICOS 

Kstamos acostumbrados a referirnos 
a los melanoblastomas como canceres 
negros, pero existen ya algtin niimero 
de observaciones en las que blastomas 
de color gris y atin claros se identifican 
como canceres melanicos por examen 
histol6gico minucioso; la dopa-reaccién 
efectuada a favor del tenido con un 
derivado de la pirocatequina llamado 
dioxifenilananina permite identificar 
como células melanicas, a celdillas que 
en coloraciones habituales no lo paracen. 

Chevalier y otros investigadores sena- 
lan un caso de cancer melanico en el 
cual la existencia de poliadenopatia hizo 
pensar en un caneer linfatico por el 
hecho de tratarse de melanoblastoma 
acrémico, pero la cuidadosa investiga- 
histol6gica permitid identificarlo 
como cancer melanico amelandésico con 
metastasis linfaticas. 

Se senala que tumores primarios in- 
tensamente pigmentados pueden dar 
origen a metastasis libres de pigmento. 


TERAPEUTICA 

Consideramos que los cénceres mela- 
nicos son los mas malignos tanto desde 
el punto de vista histolégico como 
clinico y que su terapéutica constituye 
un gran problema; en este cancer como 
en muchos otros, lo mejor es prevenir 
por medio de: (a) evitar irritar o 
traumatizar los nevus y otras alter 
ciones ecutaneas y (b) la 
eléctrica amplia de los lunares, nevos 
y manchas pigmentarias, lo que per- 
mitiria evitar la aparicién en ellos de 
canceres melanicos. 

La destruccién diatérmica o la extir- 
pacion con bisturi eléctrico de los nevus 
debe hacerse muy afuera de la lesi6n 
por la posibilidad de que existan células 
nevieas algo alejadas del nevus visible. 
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Constituido ya el melanoblastoma, si 
el cuidadoso examen clinico y radioldé- 
gico y atn biopsia ganglionar hacen 
pensar que todavia no existen metas- 
tasis, esta indicado hacer amplia extir- 
pacion quirtrgi ‘a con cuchillo eléetrico 
y la reseccion de las vias linfaticas y el 
vaciamiento ganglionar corr espondiente. 
Kn los miembros estaré indieada la 
amputacién alejada del tumor.* 

La tinica posibilidad de curacién en 
los enfermos con melanoblastoma es el 
diagnéstico precoz, cuando todavia esta 
en la demasiado pasajera fase local y 
la inmediata, amplia y completa extir- 
pacion quirtrgica, 

Cuando ya existen metastasis alejadas 
y sobre todo generalizacion, toda tera- 
péutica es inttil. 
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Travel reservations for those desiring to 
attend the Fifth International Assembly of 


the International College of Surgeons, to be 
held in Lima, Peru, on March 24, 25, 26 and 
27, 1946, should be made as soon as possible, 
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Tho National Gastroenterological 
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Certificate of Merit for the best unpublished 
Gastroenterology allied 


contribution on or 
subjects. Certificates will also be awarded 
those physicians whose contributions are 


deemed worthy. 

Contestants residing in the United States 
must be members of the American Medical 
Association. Those residing in foreign coun- 
tries must be members of a similar oreaniza- 
tion in their own country. The winning 
contribution will be selected by a board of 
impartial judges and the award is to be made 
at the Annual Convention Banquet of the 
National Gastroenterological Association to 
be held at the Hotel Pennsylvania in New 
York City on Thursday evening, June 20, 
1946. 

Certificates awarded to other physicians 
will be mailed to them. The decision of the 
judges will be final. The Association reserves 
the exclusive right of first publishing the win- 
ning contribution, and those reeeivinge cer- 
tificates of merit, in its Official Publication, 
The Review or GAsTROENTEROLOGY. <All en- 
tries for the 1946 prize should be limited to 
5,000 words, be typewritten in English, pre- 
pared in manuseript form, submitted in five 
copies, accompanied by an entry letter, and 
must be received not later than May 1, 1946. 
Fntries should be addressed te the National 
Gastroenterological Association, 1819 Broad- 
way, New York 23, N. Y. 
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